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ABSTRACT
Childbearing is widely considered to be detrimental to psychological health.
However, research in this area has typically employed simplistic models and poorly 
defined and operationalised constructs to account for the negative outcomes of 
childbearing to the exclusion of examining possible positive outcomes. While there 
has been much research examining the impact of this event on women who are having 
their first child, the study of its effect on fathers and individuals who already have 
children has been neglected. This study applies a general model of psychological 
health, developed out of the extant mood, personality, and psychological health 
literatures, to the specific context of childbearing. Using the theoretical formulations 
of Gray (1973), Tellegen (1985), and Staats (1975), a model of psychological health 
that integrates emotional temperaments, self-regulation, and external events is 
developed to account for the psychological health dimensions of well-being/positive 
affect and distress/negative affect.
Primiparous and multiparous childbearing couples (N= 116) were recruited into the 
study and psychological health was assessed in the second and third trimester of 
pregnancy, ten days after the birth of the baby, and at three months postpartum. 
Self-reports of positive affect increased marginally through the study period. Changes 
in negative affect were more complex with differential effects for both parity and sex. 
Contrary to the 'maternity blues' hypothesis, the immediate postpartum period was 
the maximal point of positive affect for both women and men, irrespective of parity, 
and only the maximal point of negative affect for primiparous women. The broader 
well-being and distress measures failed to support the view that 'first-time' parents 
found childbearing more stressful than 'experienced' parents. Multiparous parents 
reported more distress and less well-being than primiparous parents throughout the 
study. Overall, levels of well-being decreased and levels of distress increased from the 
second trimester to three months postpartum.
Using structural equation modelling, it was concluded that confirmatory factor 
analyses supported the hypothesised reward and punishment sensitivity measurement 
model. However, significant problems emerged in the use of spouse-rated trait affect
and the EPQ Extraversion scale as indicators of emotional temperaments. Overall, the 
hypothesised path model of general psychological health was not supported, either 
when outcomes were operationalised as positive and negative affect or psychological 
well-being and distress. The mood self-regulation construct consistently failed to 
significantly influence psychological health. While there was some instability in the 
path estimates of the observed models, there was support for the view that reward 
sensitivity and pleasant events influenced well-being related outcomes while 
punishment sensitivity and unpleasant events influenced distress related outcomes. 
Limitations of the study in terms of the sample size and representativeness are 
discussed. Future research examining interactional models of psychological health, 
coping constructs, and employing larger samples studied over a more extended 
period is recommended.
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1PREAMBLE
The work described here has essentially two major goals. The first of these is 
to broaden our empirically based description of the psychological effects of the 
childbearing process, that is, pregnancy, birth, and early parenthood. The second goal 
is to synthesise a general model of psychological health out of the established 
literature on psychological health, mood states, and personality and to test this model 
by attempting to explain individual differences in psychological adjustment during a 
'stressful' period of human experience: childbearing.
It is argued that there have been two major approaches to the empirical study 
of the effects of childbearing on the individual parent: the 'psychiatric' approach and 
the 'parenthood' approach. Both have assumed that childbearing is an inherently 
stressful process that holds psychological risks for the participants and that these risks 
are particularly great for first-time (primiparous) parents. However, these two 
approaches have generally restricted their definition of'participants' in the 
childbearing process to primiparous women. While the relationship between these 
women and their male spouses has often been examined in this literature, usually in 
terms of a dependent variable, the psychological effects of fatherhood on the male 
partner are rarely examined in these approaches. Further, while the possible negative 
consequences of childbearing are extensively examined, though often poorly defined 
and operationalised, the possible positive consequences for either women or men are 
largely ignored in both traditions of research.
To overcome these deficiencies in the empirical literature, it is argued that the 
psychological effects of childbearing on both women and their male partners should 
be examined and the assumption that first-time parents suffer more deleterious 
consequences than experienced parents should be evaluated. Further, it is argued that 
the psychological consequences of childbearing should be investigated within the 
context of current conceptualisations of the positive and negative dimensions of 
psychological health. Both the parenthood and psychiatric approaches to research in 
this area have predominantly taken the view that psychological health is a single 
dimension with psychological disturbance and psychological well-being describing
2opposite ends of this continuum. However, more recent conceptualisations of 
psychological health have argued that it is best described as having two distinct 
components or dimensions: psychological distress/negative mood and psychological 
well-being/positive mood.
While the description of these psychological outcomes in childbearing is 
worthwhile in its own right, studies of this important period have often failed to seek 
adequate explanations of these effects. In the mainstream mood and psychological 
health literature, theories that have been invoked to explain how these different types 
of state outcomes arise have relied extensively on personality constructs such as 
neuroticism, extraversion, and locus of control. While there have been some attempts 
to explain more fully the links between personality structures and behaviour, this 
thesis argues that to more fully understand the process by which individual 
differences in emotional dispositions influence psychological outcomes, such as those 
in childbearing, we should consider a more general theory that integrates 
temperaments, non-dispositional personality variables, the impact of external events, 
and learning processes.
In order to achieve this integration, a synthesis of two theoretical positions is 
proposed. Gray's (1973, 1981) work on temperament dimensions has recently been 
cited as the theoretical basis for the explanation of the trait components of 
psychological health. However, his approach does not seek to link these emotional 
temperaments in any way with non-dispositional aspects of personality and situational 
determinants of behaviour. Staats' (1975, 1988) paradigmatic behaviourism theory, 
on the other hand, specifies the processes by which both individual differences and 
environmental factors come to affect not only state psychological outcomes but also 
the development of other non-temperament personality constructs, including 
repertoires of behaviour, both overt and covert, that can serve to self-regulate 
behaviour. However, paradigmatic behaviourism does not consider temperamental 
individual differences that are purportedly fundamental to explanations of 
psychological outcomes. By integrating Gray's temperament constructs of reward 
sensitivity and punishment sensitivity with Staats' models of personality and 
psychological adjustment a more adequate account of the aetiology of psychological
3health can be generated. Using such a 'framework' theory as a basis, a general model 
of psychological health is proposed which considers emotional temperament, 
self-regulatory skills, and external events in the aetiology of both positive and 
negative psychological outcomes.
Of course, general models are only useful to the extent that they can be 
successfully applied to specific situations. Given that childbearing is widely 
considered as stressful, this normative aspect of human behaviour offers a good 
opportunity to evaluate the utility of the general psychological health model. It should 
be stressed at the outset, however, that'this research is not just concerned with the 
maximal prediction of psychological outcomes. If that were the case then a largely 
atheoretical position could be taken. Rather, the task undertaken here is to apply an 
explanatory model that follows from psychological theories of personality, learning 
and psychological adjustment. If it has merit, this model should be useful in both 
explaining and predicting individual differences in the dimensions of well-being and 
distress that are the components of psychological health.
4CHAPTER ONE
THE STUDY OF CHILDBIRTH AND PARENTHOOD
The psychological study of childbearing can be profitably conceived of as 
following at least two main traditions. Firstly, the 'psychiatric' approach, which has 
focussed on the effect of pregnancy, childbirth, and early parenthood on the 
individual. Secondly, the 'parenthood' approach, in which attempts are made to 
understand the impact of the family and family life on the individual and how the 
family mediates relationships between individuals. The former approach has 
principally concentrated on examining the effects of the childbearing process on the 
mother, particularly with reference to specific psychopathologies such as postnatal 
depression. The effects of childbearing on the father have been rarely considered at all 
from this perspective. By contrast, the latter approach has tended to place the 
childbearing process in the larger framework of parenthood and has usually taken a 
'stress' approach when examining its effects on the individual. Both parents are 
usually considered as elements of study in this type of research.
Both of these approaches have expended much of their energies on examining 
what is often called the 'transition to parenthood', that is, the period surrounding the 
birth of the first child. This has been a reflection of the commonsense view that this 
event constitutes a major change in role and lifestyle for new mothers and fathers, 
both as a couple and as individuals. Nevertheless, parenthood can and perhaps should 
be considered as a process and not just an event. In this context there is also a 
somewhat less well developed tradition of examining childbearing and childrearing in 
couples who already have children. The difference between the 'parenthood as event' 
and 'parenthood as process' perspectives is important because it also represents a 
difference in the underlying assumptions of the causal processes that authors invoke. 
In terms of the 'transition' approach the main feature is the change to parenthood 
from non-parenthood while in terms of the 'parenthood' approach the main features 
are the state of parenthood and the presence of children.
5The psychiatric and parenthood approaches tend to deal with somewhat 
different issues, and where the issues of interest overlap the two approaches have 
different conceptualisations of them, their relevant literatures will be discussed 
separately.
1.1 The Psychiatric Approach
The psychiatric approach to the study of childbearing has focussed principally 
on the effect of this process on women, particularly the phenomenon of postpartum 
(also known as postnatal) depression and what is often described as mood 
'disturbance1. In the past fifteen years or so research in this area has expanded rapidly 
and a body of methodologicaly sound empirical research has begun to accumulate. 
Hopkins and her colleagues (Hopkins, Marcus, & Campbell, 1984) attribute this 
surge of interest to four major factors: research that has indicated a relationship 
between stressful life events and psychiatric disorder; studies that reveal a relatively 
high incidence rate of postnatal depression (around 20% to 30% when using self 
report - Gotlib, Whiffen, Mount, Milne, & Cordy, 1989); an increased popularity in 
the study of the psychology of women (including problems of postpartum 
adjustment); and studies that suggest that the disorder may affect both the infant and 
the mother-infant relationship.
Hopkins et al. (1984) have argued that an understanding of postpartum 
depression or mood disturbance has to be based on a knowledge of what constitutes 
normal postpartum adjustment. To this end there has been an increasing number of 
prospective studies documenting the social and psychological changes that 
accompany pregnancy, childbirth, and the postnatal period (e g., Parlee, 1978; 
Grossman, Eichler, & Winickoff, 1980; Watson, Elliot, Rugg, & Brough, 1984; 
Kumar & Robson, 1984; O'Hara, Neunaber, & Zekoski, 1984; O'Hara, 1986; Gotlib, 
et al., 1989). Studies seeking to describe the immediate postpartum period (e g. 
Ballinger, Buckley, Naylor, & Stansfield, 1979; Leifer, 1977; Kendell, McGuire, 
Connor, & Cox, 1981) have typically found that the first few days following birth are 
particularly stressful and that common reactions to delivery may be mistaken for
6postpartum depression. Women consistently report feelings such as fatigue, anxiety, 
emotional lability, dysphoria, tearfulness, and irritability. While these are often seen as 
symptoms of a depressive state, it is important to note that symptoms such as 
changes in appetite, sleep disturbance, loss of sexual interest, emotional lability, etc. 
are common concomitants of parturition and should not be confused with the 
vegetative symptoms of depression.
When considering symptoms over a longer period, Leifer (1977) found that 
women reported feelings of boredom, isolation, and an increasing dissatisfaction with 
the daily routines of child care. These women reported negative affect and concerns 
about being bored and housebound at both two months and seven months 
postpartum. In a detailed study of pregnancy, childbirth, and the postnatal period, 
Grossman et al. (1980) documented dramatic changes for primiparous women in a 
wide range of areas such as social roles, family functioning, and marital adjustment. 
Of course commonsense, and for many of us common experience, tells us that there 
are many possible changes that are likely to accompany the birth of a child that need 
to be considered in any adequate description of this phenomenon. However, as 
O'Hara (1980) has argued, it is important to go beyond descriptive studies of the 
postnatal period and look at more rigorous methodologies so that a better 
understanding of what constitutes "normal" adjustment, as opposed to "abnormal", 
adjustment can be obtained and causal explanations examined.
A number of longitudinal, prospective studies have suggested that a range of 
social and psychological variables measured during pregnancy including, prenatal 
personality and emotional adjustment, characteristics of the marital relationship, and 
attitudes towards the pregnancy are predictive of satisfaction with and adjustment to 
postnatal functioning (Watson et al., 1984; Grossman, et al., 1980; Leifer, 1977; 
Shereshefsky & Yarrow, 1973). However, until recently, what has not been made 
obvious in the psychiatric research into childbearing is the distinction that can be 
made between three relatively well circumscribed and described postnatal 'disturbed' 
mood states. Hopkins et al. (1984) note that up until 1984 there seems to have been 
little consensus on what actually constitutes postnatal depression. Further, they argue
7that this is partly attributable to poorly defined or inadequate criteria used to assess 
postnatal depression and that, in some cases, investigators have blurred the 
distinctions among a range of distinct postpartum dysphoric mood disturbances.
From the literature available there appear to be three types of distinguishable 
psychological reactions (Brown, 1979; Parlee, 1978; Paykel, Emms, Fletcher, & 
Rassaby, 1980; O'Hara, 1980; Gotlib, et al., 1989). These are: the maternity blues, 
which some have described as a transient mood disturbance following parturition and 
characterised by tearfulness, feelings of dysphoria, and emotional lability (Pitt, 1973; 
Thirkettle and Knight, 1985); postpartum psychosis with delusions, similar to 
non-puerperal psychotic depression (O'Hara, 1987); and postpartum depression, 
which is considered to be similar to an untreated clinical depression (O'Hara, Rhem,
& Campbell, 1982; Pitt, 1968).
1.1.1 Maternity blues
O'Hara (1987) argues that the maternity blues is a mild affective syndrome 
following birth that is characterised by depressed mood, crying spells, irritability, 
anxiety, mood lability, confusion, sleep, and appetite disturbance. He further argues 
that although the label 'blues' emphasises the sadness or depressive aspects of this 
state, for many women it seems that it is the crying, confusion, and anxiety that are 
quite prominent. While there is some agreement in the literature as to the symptoms 
of the maternity blues, there is much less agreement with regard to the period over 
which it is manifested. Pitt (1973) diagnosed mothers as having the maternity blues if 
they felt tearful or depressed in the first 6-8 weeks postpartum. Hopkins et al. (1984) 
have considered it to be a transient period lasting only from 24 to 48 hours 
postpartum, while others (e.g. O'Hara, Rehm, & Campbell, 1983; Thirkettle and 
Knight, 1985) have described it as being evident in the first week following birth. 
Despite the lack of consensus, there is some evidence to suggest that the maternity 
blues can be best described as occurring in a one to two week period after the birth. 
In their study of self-rated mood states up to three weeks postpartum, Kendell et al. 
(1981) reported that ratings on the depression, tears, and lability scales of their mood
measures reached a sharp peak on the fifth postpartum day and declined steadily 
thereafter.
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There has been no clear definition of the maternity blues and hence there are 
no widely accepted scales for measuring it. Knight and Thirkettle (1986) have 
demonstrated that negative emotional symptoms are experienced postnatally 
significantly more often in puerperal than in non-puerperal samples and this seems to 
be the widely accepted view in the literature. However, these authors have also 
argued that the method of measuring postnatal mood disturbance is vitally important 
because the postnatal experience is one of overall affective dysphoria rather than a 
depressive syndrome. Instruments emphasising depressive symptomatology may 
therefore be inappropriate.
Given the variety of operational and conceptual definitions in evidence, 
consensus on incidence rates of the maternity blues has been difficult to establish. The 
literature reports incidence rates anywhere from 33% (Handley, Dunn, Waldon, & 
Baker, 1980) to 85% (O'Hara, 1987) depending on how this mood state was 
measured and what type of methodology was employed in the study. Essentially these 
incidence rates would appear to be a function of the degree to which the maternity 
blues are considered to be similar to depression (lower rates) or more simply 
dysphoric affect (higher rates).
A history of psychological disturbance before and during pregnancy has 
generally been associated with a higher level of mood disturbance in the immediate 
postpartum period. For example, Stein (1980) found that maternity blues symptoms 
were more severe in women with a previous history of neurotic depression, mood 
changes during pregnancy, or a previous blues episode.
It is important to note that, contrary to the widely held 'commonsense' view of 
the cause of the maternity blues, there is little evidence to support a causal role for 
biochemical or hormonal factors in the development of this mood disturbance 
(Thirkettle and Knight, 1985). Smith and his colleagues (Smith et al., 1990) found 
some relationship between changes in levels of beta-endorphins and disturbed mood.
9However, a causal link to mood variation and quality has not yet been established. At 
least one other study has found similar 'blues' symptoms in a sample of non-childbirth 
surgical patients (Levy, 1987). This provides some evidence that the physiological 
changes specific to the childbirth experience are not necessary to induce such mood 
disturbances in women and therefore do not provide an adequate explanation for this 
phenomenon.
A number of studies have found an association between the occurrence of the 
blues and the later development of postpartum depression (Pitt, 1968; Paykel et al., 
1980; Hapgood, Elkind, & Wright, 1988). However, others have failed to find such a 
relationship (Oakley, 1980; Meares, Grimwalde, & Wood, 1976). Thirkettle and 
Knight (1985) in a review of the empirical evidence concluded that the relationship 
between the maternity blues and postpartum depression was still unclear. However, 
O'Hara (1987) has argued that while the evidence on the link between these two 
states may be equivocal, the transient nature of the blues suggests that neither 
long-term nor short-term consequences are likely.
1.1.2 Postpartum depressive psychosis
Most of the recent literature on the more severe psychological problems 
following childbirth has concluded that women with Postpartum Depressive 
Psychosis exhibit the same clinical symptoms as those with an acute non-puerperal 
depressive psychosis (Brockington, Winokur, & Dean, 1982; Brockington, Cernik, 
Schofield, Downing, Francis, & Keelan, 1983; Hopkins et al., 1984). However, 
Herzog and Detre (1976) have described qualitative differences in the delusional 
content of postpartum depressive psychosis. These reflect common themes to do with 
childbirth and related conflicts. For example, guilt involving the child or the spouse 
and concern about not being able to care for the baby. Guilt feelings about infanticidal 
thoughts are also reported to be common in this more extreme, psychotic disorder. 
While the incidence of postpartum depressive psychosis is quite low (0.01% to 
0.02%) (Herzog and Detre, 1976), there is reliable evidence to indicate that the first 
three postpartum months is a period of substantially increased risk for the
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development of psychosis in women, particularly those with a history of previous 
psychotic disturbance (Kendell, Chalmers, & Platz, 1987).
1.1.3 Postpartum depression
Postpartum or postnatal depression has come to be considered comparable to 
a major or minor depressive episode as defined by the DSM-III-R (American 
Psychiatric Association, 1987) and by Research Diagnostic Criteria (Spitzer,
Endicott, & Robins, 1978) if the affective syndrome arises within six months after 
childbirth (Troutman & Cutrona, 1990). Early studies (e.g. Pitt, 1968) indicated that 
postpartum depression was an atypical form of depression. However, the symptoms 
more recently described by researchers (O'Hara, 1980; Hopkins et al.,1984) include 
such characteristics as dysphoric mood or irritability, sleep and appetite disturbance, 
fatigue, loss of interest, and guilt which are typical of a 'normal' depressive episode 
(DSM-III-R). Never the less, Hopkins and Campbell (1984) have reported that 
suicidal ideation is a relatively infrequent symptom of postpartum depression.
There is a relative lack of information on the course and duration of postnatal 
depression. It has been reported in several studies (O'Hara, 1980; O'Hara et al., 1984) 
that the average postpartum depressive episode lasts from six to eight weeks. This 
would suggest that the average, untreated, episode of postpartum depression is much 
shorter than the average, untreated, non-postpartum depressive episode. (Beck, 1972; 
DSM-III-R). There are a some studies (Pitt, 1968; Ballinger et al., 1979) that have 
reported much more extended depressive episodes that in some cases lasted 
throughout the first postpartum year but these would seem to be relatively rare.
While it is true that early literature in this area was plagued by a plethora of 
measures and criteria used to diagnose postpartum depression, there are enough 
contemporary studies using comparable diagnostic systems ( i.e. ICD-9, RDC, 
DSM-III-R) to provide some degree of consensus apropos operational definitions. 
Incidence rates in such studies range from 8% (Cutrona, 1983) to 21% (O'Hara, 
1980). The factor influencing the variability of these reported incidence rates would 
seem to be whether the authors relied on self-reports of depressive symptomatology
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or more stringent diagnostic criteria. Generally, studies that rely solely on 
self-reported depression report higher rates of postnatal depression.
Epidemiological studies have examined the relationship between various 
demographic variables and postpartum depression. O'Hara (1987) notes that only in a 
few studies have significant relationships been found between demographic variables 
and postpartum depression and that these findings have not often been replicated. For 
example, in only one of twelve studies has marital status been found to be associated 
with the level of postpartum depression (Feggetter & Gaith, 1981). Only five out of 
seventeen studies have found significant associations between age and depression. 
Four studies (Paykel et af, 1980; O'Hara et al., 1984; Feggetter & Gaith, 1981; 
Hayworth, Little, Priest, & Sandler, 1980) have found that younger women were 
more at risk and one study has found that older women are more at risk (Kumar & 
Robson, 1984). Parity and depression has also been investigated with five out of 
seventeen studies finding higher parity associated with depression, two studies have 
found lower parity associated with depression and several studies (e.g. Paykel et al., 
1980) report relative independence between these variables. Gotlib et al. (1989), in a 
prospective study of 300 pregnant women, found no support for a relationship 
between postpartum depression and major demographic variables. Flowever, they did 
find some support for such a relationship with prenatal depression.
Two types of physiological variables have been investigated with respect to 
postpartum depression. These are general biological factors and 
gynaecological/obstetrical factors. Most of the biological variables and parameters 
studied with regard to the maternity blues have also been studied with regard to 
postpartum depression. There have been very few studies specifically examining the 
role of biological factors implicated in postpartum depression and, according to 
O'Hara (1987), the research that there is has generally yielded negative results. 
Biochemical factors that have been investigated include such agents as cortisol 
(Handley, et al., 1980), estrogens and progesterone (Gard, Handley, Parsons, & 
Waldron, 1986), and protein bound iodine (Grimmel, & Larsen, cited in O'Hara,
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1987). These studies have not found evidence for any difference in hormone activity 
between postpartum depressed and noil-depressed women.
One of the gynaecologic/obstetric variables most often suggested as playing a 
role in postpartum depression is a history of menstrual problems. This suggestion is 
often based on the assumption that similar types of hormonal dysfunction might be 
the cause of both premenstrual and postpartum mood disorders. The results of 
investigations into this hypothesised relationship seem equivocal. Some earlier studies 
(Pitt, 1968; Jacobson, Kaij, & Nilsson, 1965) did find a significant relationship 
between dysmenorrhea (i.e. difficulty in physiologically compensating for hormonal 
changes of the menstrual cycle, or hypersensitivity to subtle endocrinological stimuli) 
and postpartum mood disturbance. However, other researchers such as O'Hara 
(1980) and Nilsson and Almgren (1970) have found no support for this hypothesis.
Previous abortions and miscarriages as well as obstetrical complications have 
been inconsistently associated with postpartum mood. Some studies (e.g. Nilsson and 
Almgren, 1970) have found a relationship with a history of miscarriages and 
postpartum mood disturbance while other studies (e.g. Kumar & Robson, 1984) have 
found no such relationship. Studies examining the effects of delivery complications on 
postnatal mood have found all possible combinations of outcomes. That is, some (e.g. 
O'Hara et al., 1984) have found a positive relationship between complications and 
postpartum depression, others (e.g. O'Hara et al., 1982) have found a negative 
relationship, and still others have failed to find any relationship at all (e.g. Cox, 
Connor, & Kendell, 1982). O'Hara (1987) attributes this lack of consistency to two 
factors. Firstly, that measures of obstetric stress have varied greatly between studies 
and secondly, that the effect that obstetric stress has on mood may be mediated by 
increases in medical and social support.
There have been several studies examining the relationship of negative life 
events to postpartum depression. Some studies have found that higher levels of 
stressful life events during pregnancy and after delivery were associated with higher 
levels of depressive symptoms (O'Hara et al., 1982; Cutrona, 1983; O'Hara et al., 
1984). At least three studies (Paykel, et al., 1980; O'Hara, 1983; O'Hara, 1986) show
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that there is an increased probability of clinical depression over and above depressive 
symptomatology after considering the effects of negative life events. On the other 
hand, there is a body of empirical research that has failed to find any relationship 
between negative life events and postpartum depression (e.g. Pitt, 1968, Kumar & 
Robson, 1984; Hopkins et al., 1987).
In two studies examining the role of social support and the marital 
relationship in postnatal depression, O'Hara and his colleagues (O'Hara et al., 1983; 
O'Hara, 1986) found differences in the way depressed and non-depressed subjects 
perceived their spouses. They found that depressed subjects reported that their 
spouses provided insufficient emotional and instrumental support to them and that 
they found it difficult to share troubles with their spouses relative to non-depressed 
subjects. Overall, the depressed subjects reported less happiness in their marriage 
than did non-depressed subjects.
Apart from what could be described as 'exogenous' factors which might have 
a role in postpartum depression, such as life events and social support, there are a 
number of 'endogenous' psychological variables which have been investigated. 
Several studies have found that women diagnosed as postnatally depressed are more 
neurotic than non-depressed women (e.g. Pitt, 1968; Watson et al., 1984). A number 
of researchers have also shown that a high level of anxiety during pregnancy is 
predictive of postpartum depression (Watson et al., 1984; Feggetter & Gaith, 1981; 
Hayworth et al., 1980) although an earlier study of Pitt's (1968) did not support this. 
There have been several studies that have found a significant correlation between the 
level of depression or emotional distress during the pregnancy and after delivery (e.g. 
O'Hara et al., 1982; Cutrona, 1983; Nilsson & Almgren, 1970). Gotlib et al. (1989), 
however, argue that it is critical to distinguish between new onset cases of depression 
postpartum and cases in which depressive symptoms were a continuation of those 
occurring during pregnancy.
Hopkins and her colleagues (Hopkins et al., 1984) report that the majority of 
studies of postpartum depression suggest a relationship between previous 
non-postpartum psychiatric history and postpartum depression (e.g. Ballinger et al.,
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1979; Paykel et al., 1980, O'Hara, 1980). This is, of course, not an altogether 
unexpected finding and in this respect postpartum depression may be seen as similar 
to non-postpartum depression in women. That is, previous emotional problems have 
been found to be associated with both postpartum and non-postpartum depression 
(Paykel et al., 1980). Similar to non-postpartum depression, a previous depressive 
episode of any kind is the best predictor of a latter episode of depression particularly 
for women (Lewinsohn, Hoberman, Teri, & Hautzinger, 1985). A family history of 
psychopathology has been found to be a predictor of postnatal depression in at least 
three studies (O'Hara et al., 1982; Watson et al., 1984; Nilsson et al, 1970).
However, Kumar and Robson's (1984) study found no such relationship.
With respect to cognitive factors that have been found to be associated with 
non-postpartum depression, Hayworth et al. (1980) have found that locus of control 
was directly associated with postnatal depression. These authors further suggest that 
postnatally depressed women may be victims of 'Learned Helplessness' (Seligman, 
1975). Following this learned helplessness hypothesis, O'Hara et al. (1982) and 
Cutrona (1983) found that attributional style measured during pregnancy predicted 
levels of postpartum depression. However, at least two other studies have failed to 
replicate this finding (O'Hara, et al., 1984; Manly, McMahon, Bradley, & Davidson, 
1982). In an attempt to apply Rehm's (1977) 'Self-Control' hypothesis to postnatal 
depression, O'Hara and his colleagues (1982) found that women's attitudes about 
self-control, measured during pregnancy, were significantly correlated with postnatal 
depression level but were not significant in a regression equation predicting postnatal 
depression level. In a later study (O'Hara, et al., 1984), self-control attitudes were 
found to be significant in a regression equation predicting postpartum depression 
level but not postpartum depression diagnosis.
The balance of research has viewed the postpartum period as a time of 
increased risk of depression in women and this is one of the assumptions that has 
fuelled the interest in this area of research. However, recent evidence has questioned 
whether the postpartum period is, in fact, a period of increased risk for either major 
or minor depressive illness. In a controlled prospective study of childbearing and
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non-childbearing women, O'Hara and his colleagues (O'Hara, Zekoski, Phillips, and 
Wright, 1990) found no difference between the groups with respect to rates of minor 
or major depression during pregnancy or after delivery. However, they did find higher 
rates of depressive symptomatology in the childbearing subjects in late pregnancy and 
the early puerperium. Gotlib et al. (1989) found depression rates prepartum and 
postpartum to be comparable to depression rates in the general population of women 
and concluded that neither pregnancy nor the postpartum period were times of 
increased risk. It is interesting to note that one of the co-authors of this work later 
argued in a separate review (Whiffen, 1992) for the traditional view that there is an 
elevated risk of depression in the postpartum period, although she does qualify this 
claim by describing postpartum mood disturbance as relatively mild in nature and 
suggests that it should be considered only as an 'adjustment' disorder. Such 
redefinitions of 'mild mood disturbance' as 'disorder' can be seen as a function of the 
psychiatric approach's attempts to maintain the focus on the negative, 'illness' aspects 
of the childbearing process.
It would seem from an overview of the literature that none of the potential 
causal factors in postpartum depression has been supported unequivocally. 
Gynecological and obstetrical variables do not appear to be related to postnatal 
depression but there seems to be enough evidence to claim that a woman's 
psychological adjustment before and during pregnancy, and a family history of 
psychopathology are associated with postnatal mood disturbance. The social support 
literature also suggests that women who experience high levels of stress during 
pregnancy and after delivery and women who lack a supportive spouse would appear 
to be vulnerable to developing postnatal depression. It should also be noted that these 
variables figure prominently in the literature on depression per se (Lewinsohn et al., 
1985). Although there is some doubt as to whether there is an increased risk of 
depression in the puerperium the majority of research in the area still seems to 
function on the assumption that this is the case.
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1.1.4 Conclusions from the psychiatric approach
The psychiatric approach to the study of childbearing has been useful in that it 
has shown that, for some women at least, there are substantial negative psychological 
consequences associated with this process. Further, it has demonstrated that for the 
majority of women there is a period of mood disturbance following the birth of the 
child and that this disturbed state seems to last from perhaps one to two weeks. The 
exact nature of this mood state is still uncertain because of confusion in the way it has 
been both conceptualised and measured.
The psychiatric approach, in the context of a normative experience like 
childbearing, does have its limitations. A point that must be stressed about this 
approach is that it comes essentially from a medical model of psychological health, 
therefore it assumes that the point of study should be the person with the medical 
condition. In this case the 'medical' condition is pregnancy, thus, the person to study 
is the one that is pregnant - the woman. The study of the psychopathological effects 
of childbearing on the father are not of particular interest to this approach except 
perhaps for some occasional psychoanalytic and philosophical musings (e.g. Freeman, 
1951; Wainwright, 1966; Heath, 1978). Further, this medical approach has restricted 
the focus of study to the negative psychopathological consequences of childbirth such 
as depression or mood disturbance. This carries the implicit assumption that the most 
important aspects of the childbearing process for psychological health are those that 
are negative, thus ignoring the impact of the possible positive aspects of the 
experience. Further to this, there is some suggestion that the stressfulness of the 
event has probably been overstated. Elliott, Watson, and Brough (1985), in their 
study of both primiparous and multiparous mothers, found that for the majority of 
women the arrival of the baby did not represent a severely stressful or distressing 
event. It is in the Parenthood approach to the study of childbearing that the broader 
issues associated with 'stress' and parenting are taken up, but as shall be seen not 
entirely satisfactorily.
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1.2 The Parenthood Approach
1.2.1 The transition to parenthood
There is a considerable body of literature that has developed over the last 
thirty years or so that has examined the effect of the change to parenthood on 
couples. New parenthood has conventionally been considered either implicitly or 
explicitly as a potentially stressful major life event within this literature. The inclusion 
of new parenthood as an item in widely used measures of life event scales (e.g., 
Holmes & Rahe, 1967) indicates the extent to which the research community, at 
least, considers this event to be potentially and commonly stressful. The position 
most widely taken by social researchers in this field is perhaps best expressed by 
Terry (1991a) who argues that, "...the transition is one of the sharpest changes that 
takes place in most people's lives." (p. 527). Indeed, some early researchers have 
even conceptualised new parenthood as a crisis that poses significant challenges to 
the individual's self-concept and their relationships with others (e.g., Hill, 1949; 
Hobbs, 1968; Lemasters, 1957; Dyer, 1963). This notion that first-time parents are 
more affected by the birth of a child than couples who already have children is borne 
out to some extent by empirical evidence that the resulting changes are, in fact, more 
dramatic for primiparous than multiparous couples (Grossman, et al., 1980).
In a review of the literature on the transition to parenthood, Andersen (1984) 
has argued that four streams of social process research into the transition to 
parenthood can be identified: marital satisfaction, individual psychopathology or 
development, parenthood as crisis, and changing sex roles. It is not my intention to 
address all of these streams of research here but I shall turn my attention to the 
literature on the first two of these 'streams' as they appear to have been the most 
dominant in the psychological literature.
1.2.1.1 Marital satisfaction in new parenthood
A number of researchers have argued that new parenthood is likely to have 
negative effects on the quality of the marital relationship. Much of the work in this
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area has shown that the quality of married life declines after the birth of the first child 
(Russell, 1974; Miller & Sollie, 1980; Waldron & Routh, 1981; Belsky, Lang, & 
Rovine, 1985). In general it seems that levels of marital quality assessed postpartum 
are typically lower than those assessed prior to the birth, especially for females, (e.g., 
Miller & Sollie, 1980; Waldron & Routh ,1981). In a prospective study, Ruble, 
Fleming, Hackel, and Stangor (1988) found that women reported fewer positive 
feelings about their husbands during the postpartum period than during pregnancy. 
However, these authors are sceptical about whether the birth of a baby has as large a 
negative impact on the marital relationship as implied by the previous literature.
Ruble and her colleagues' (1988) doubts about the relationship between the change to 
parenthood and decrease in marital quality have been shared by a number of other 
researchers who argue that the effects of duration of marriage have been confounded 
with childbearing. In support of this view McHale and Huston (1985) and White and 
Booth (1985) reported that, irrespective of whether couples became parents, there 
was a decline in marital satisfaction over time in their samples. In a similar vein, 
MacDermaid, Huston, & McHale (1990) found that parents did not differ from 
non-parents in their general feelings of love and marital satisfaction up to one year 
after the transition to parenthood had occurred in the new parent sample. White and 
Booth (1985) describe how marital quality declines sharply during the first few years 
of marriage for non-parents as well as for parents. They point out that this decline has 
often been erroneously attributed to the transition to parenthood in the literature.
It would appear that the data linking the transition to new parenthood to 
declines in marital quality is not as straightforward as it would first seem. In some 
longitudinal studies, there is evidence that levels of marital quality decline across the 
transition to parenthood, particularly for females. However, studies employing 
childless comparison groups suggest that these changes cannot be attributed solely to 
the transition to parenthood. The use of such childless comparison groups as 
'controls', however, is not without its own problems. Belsky and Pensky (1988) have 
reviewed a number of studies using such a methodology, including the work of White 
and Booth (1985) and McHale and Huston (1985), and have concluded that there is 
doubts about the extent to which nonparent samples are an appropriate 'match' to
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parent samples. They have argued that correct matching should include consideration 
of the couples motivation to have or not have children.
In fact, unless a comparison group was comprised of couples trying to 
conceive a baby, and thus evincing a motive similar to those bearing a 
child, it is doubtful that an appropriate comparison group would be 
available. (p. 138)
Such criticisms not withstanding, the predominant assumption in the literature is that 
couples who undergo the transition to parenthood are more likely than childless 
couples to experience a decline in marital quality.
1.2.1.2 Individual psychopathology
Another way in which the deleterious effects of the transition to parenthood 
have been examined by the parenthood approach has been to focus on the 
psychological outcome for the individual. This psychological outcome has usually 
been explored in terms of stress, strain, adaptation, distress, or well-being. A 
problematic feature of this type of research has been a pervasive inconsistency in the 
way in which these major outcome variables have been conceptually defined and 
empirically operationalised. This is an important issue that will be returned to later in 
a number of different contexts.
The social research position on the relationship between such psychological 
outcomes and the transition to parenthood is perhaps best exemplified by the view 
expressed by Hopkins et al. (1984). They have argued that the disruption of life 
routines, decreased freedom occasioned by the helplessness and dependency of the 
newborn, and the demands of childcare lead to stress in the initial experience of 
parenting. Such a 'commonsense' view is not without empirical justification. 
Numerous studies have shown that both females and males experience stress during 
the transition to parenthood. The majority of studies have found that the stress 
experienced by females is greater than that experienced by males (Entwisle & 
Doering, 1981; Harriman, 1983; Hobbs, 1968; Hobbs & Cole, 1976; Miller & Sollie,
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1980; Russell, 1974; Osofsky, Osofsky, Culp. Krantz, Litt. & Tobiasen. 1985; Wilkie & 
Arnes, 1986; Terry, 1991b).
Some researchers have preferred to use the concept of'strain' rather than 
stress when discussing psychological reactions to stressful events (e g., Mechanic, 
1962; Cleary & Mechanic, 1983) and, in particular to the transition to parenthood 
(e.g., Grossman, 1988; Terry, 1991a, 1991b). The way that strain has been defined, 
however, varies among such studies. Grossman (1988), one of the major researchers
using this construct, defines strain as, "..... a relatively short-lived, potentially benign
reaction, and hence excludes more severe and pathological reactions such as 
postpartum depression or psychosis" (p. 85). She goes on to imply that strain is a 
dysphoric reaction and is somehow similar to a mood disturbance. Similarly, Feldman 
(cited in Grossman, 1988) quite explicitly uses a mood interpretation of strain and 
operationalizes it as a five item self-report mood scale. Terry (1991a, 1991b), 
however, takes a different and much more specific position and defines strain as 
subjective stress (as opposed to objective stress) in response to a particular event and 
attempts to distinguish this concept from other outcome factors.
Subjective measures of stress may be confounded with the measures 
of adaptation but conceptually the measures can be distinguished: 
strain pertains to the subject's appraisal of the demands of the specific 
event, whereas adaptation refers to general well-being and subsequent 
judgements of overall coping effectiveness. (Terry, 1991a, p. 529)
A comparison of these definitions reveal that what is meant by strain in each case is 
quite different. In the first case strain is seen more as an outcome measure, while in 
the second case strain is seen as a mediating factor between the stressful event and 
psychological outcome. Obviously such definitional differences serve only to 
complicate comparisons between empirical studies into the psychological effects of 
the transition to parenthood.
With respect to other outcome variables such as 'psychological well-being' 
there are also both definitional and operational inconsistencies in the parenthood 
tradition of research into childbearing. For example McLanahan and Adams (1987),
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in a major review of the area, consider psychological well-being and psychological 
distress to be opposite ends of the same continuum. Further, other researchers 
examining adaptation to parenthood would claim that much more specific measures 
of psychopathology and psychological distress, such as state anxiety (Terry, 1991a), 
are indices of psychological well-being. This is despite the fact that both conceptually 
and empirically there is little reason to consider psychological well-being and distress 
to be simply descriptive antonyms. In the contemporary psychological literature 
psychological distress and psychological well-being are commonly considered to be 
distinct dimensions of psychological health. Heady and Wearing (1992), for example, 
equate psychological well-being with happiness, life-satisfaction, and positive affect 
while psychological distress is equated with anxiety, depression and negative affect. 
Further, they make the argument that these two constructs, "are distinct phenomena, 
distinct psychological states with distinct correlates and causes." (Heady & Wearing, 
1992, p. 4-5). Veit and Ware (1983) take a similar stance and make the distinction 
between psychological well-being and psychological distress as different dimensions 
of psychological health based on results from their work on evaluating mental health. 
A more complete account of the psychological well-being and distress literature is 
presented in a later section of this thesis (see Chapter 2).
Regardless of the confusion in the literature engendered by inconsistencies in 
definitional matters, the empirical evidence supports the view that primiparous 
couples are faced with challenges to their psychological health. As with their 
relationship resources, it is clear that their emotional resources are placed under 
pressure and that some individuals cope better psychologically with childbearing than 
others. However, one must question to what extent the stressfulness of parenthood is 
unique to new parenthood and to what extent it is a characteristic of parenthood per 
se.
1.2.2 Parenthood as a stressful event
Certainly there is a body of empirical research accumulating that supports the 
view that the transition to parenthood is a stressful event. While this may seem
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reasonable in the context of the initial experience of parenting as a major life-style 
change, it must be pointed out that there is also evidence that the state of parenthood 
itself, and not just the transition to parenthood, may be considered an ongoing 
stressful event. There is a substantial body of research indicating that parents with 
children living at home worry more, feel less happy, and report less satisfaction with 
their work, marriages, friends and leisure activities than non-parents (Renne 1970; 
Glenn & Weaver, 1978; Glenn & McLanahan, 1981; McLanahan & Adams, 1987; 
McLanahan & Adams, 1989).
The evidence with regard to specific psychological symptomatology rather 
than general adaptation is somewhat equivocal. A number of studies have gone 
against the major trend in research findings in this area and shown that parenthood, in 
general, is not related to symptoms such as depression (Gore & Mangione, 1983; 
Cleary & Mechanic 1983). Others have shown that parenthood actually reduces the 
incidence of depression (Kandel, Davies, & Raveis, 1985; Aneshensel, Frerichs, & 
Clark, 1981). An explanation offered by a number of authors for this mixed evidence 
is that the link between parenthood and psychopathology is not direct but mediated 
by other factors such as economic strain and personal demands. Ross and Huber 
(1985) found that having children at home leads to economic strain, which increases 
depression for both mothers and fathers. They found that after controlling for 
economic strain, children actually increased well-being for women although not for 
men. McLanahan and Adams (1987) have concluded that the perceptions of 
economic strain and personal demands are important factors in accounting for 
negative psychological effects of children. Nevertheless, such conclusions have not 
altered the generally accepted view in the literature that children have a direct 
negative impact on the psychological health of parents. However, this negative 
impact is often construed in terms of global adaptation such as 'well-being' rather than 
specific psychopathologies.
The evidence with regard to the influence of childbearing on the marital 
satisfaction of multiparous couples is also not clear. Some authors (e g., Glenn & 
McLanahan, 1982) have found that couples with young children tend to have lower
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levels of marital satisfaction than couples without children. There is mixed evidence 
regarding whether the number of children is important and disagreement over 
whether spacing and density of offspring affect psychological health. In a prospective 
study of multiparous expectant couples, Tomlinson (1987) found that both parents 
reported a significant decline in marital satisfaction from three months antenatal to 
three months postpartum. This indicates that the birth of another child resulted in a 
deterioration in the marital relationship. Overall, however, Polit (1982) has concluded 
that just the presence of children appears to be more consistently important to the 
relationship than either the number, spacing, or sex of children.
1.2.3 Conclusions from the parenthood approach
The parenthood approach to research has generally considered the 
components of the childbearing process as constituting stressful major life events for 
primiparous, and to a lesser extent, multiparous couples. Two particular areas of 
functioning that have been focussed on are the marital relationship and the 
individual's psychological adaptation. Although there is some doubt, the balance of 
research seems to indicate that the marital relationship does deteriorate across the 
transition to parenthood. In the wider context, the evidence also suggests that the 
state of parenthood is detrimental to the marital relationship. However, there is some 
debate as to whether this is a spurious finding resulting from the possible impact that 
psychological health has on the perception of marital quality (O'Hara, Rehm, & 
Campbell, 1983; O'Hara, 1986).
In terms of the psychological effect of childbearing, most research supports 
the view that the transition to parenthood is experienced by new mothers, and to a 
lesser extent new fathers, as stressful. However, there is considerable evidence that 
parenthood itself and not just the transition to it is a stressful experience for couples. 
Both primiparous couples and multiparous couples tend to report childbearing as 
detrimental to their global psychological health. However, there is little evidence 
coming from the parenthood approach to support a link between parenthood and 
specific psychopathologies such as depression. One difficulty that is shared by both
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the parenthood approach and the psychiatric approach to research in this area is the 
inconsistency in the way in which major outcome variables are botli conceptualised 
and operationalised.
1.3 Conclusions
Both the parenthood and psychiatric approaches have made useful 
contributions to the study of childbearing. However, both approaches can be seen as 
limited because they have predominantly focused on the negative aspects of the 
childbearing experience and have failed to adequately explicate the impact of 
childbearing as either a transitional phase for primiparous individuals or as an 
additional process for multiparous individuals. Essentially, both traditions have held 
an implicit model of how negative and positive psychological outcomes are related 
and how environmental events are related to such outcomes. This implicit model has 
assumed that affective experience is unidimensional with positive and negative poles, 
and that the important aspect of events is the extent to which they have negative 
consequences.
The adequacy of such a model in representing the psychological consequences 
of the normative childbearing experience is questionable. In terms of psychological 
outcomes, it may be more useful to see affective experience as consisting of two 
separate and relatively independent dimensions: positive affect and negative affect. 
Further, psychological health as a whole is best conceptualised as having two 
components: psychological distress and psychological well-being, and to focus on just 
one of these components distorts the nature of the individual's experience. It would 
seem important, then, to place the childbearing process in the context of a more 
complete understanding of psychological and affective outcomes. To do this, we 
must first turn to the more current literature on the nature of affective experience and 
psychological health and then see how it may be applied to the study of childbearing.
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CHAPTER TWO
DIMENSIONS OF MOOD AND PSYCHOLOGICAL HEALTH 
2.1 The Study of Affect
Over the last ten years the psychological study of mood and affect has been 
dominated by two parallel but separate schools of research. The first I will call, for 
the sake of convenience, the WCT (Watson-Clark-Tellegen) school (Watson &
Clark, 1984; Watson & Tellegen, 1985; Watson, Clark, & Tellegen, 1988, Watson, 
1988a, 1988b; Watson, Clark & Carey, 1988; Watson & Pennebaker, 1989; Clark & 
Watson, 1991a; Watson & Clark, 1992a) and the second I will label the LDE 
(Larsen-Diener-Emmons) school (Diener, Larsen, Levine, & Emmons, 1985; Diener 
& Emmons, 1985; Larsen & Diener, 1985; Larsen, Diener, & Emmons, 1986; Larsen 
& Diener, 1987; Larsen, Diener, & Cropanzano, 1987; Larsen & Ketelaar, 1991). 
Both approaches to the psychological study of mood agree, more or less, with the 
conceptualisation of negative and positive affect as the two major dimensions 
underlying mood structure. Recently they also appear to be converging on the idea 
that the causal agents behind these 'state' mood factors are the 'trait' personality 
constructs of Neuroticism and Extraversion (Clark & Watson, 1991b; Larsen & 
Ketelaar, 1991). However, these schools have approached the study of affective 
experience from quite different starting points and have held quite different 
conceptions concerning the relationship between positive and negative mood states.
2.1.1 The Watson-Clark-Tellegen school
Watson and his colleagues (Watson & Clark, 1984; Watson & Tellegen, 
1985), following on from the personality work of Tellegen (1982), have argued that 
in recent years a consensus about mood structure has emerged with positive affect 
and negative affect as distinct primary and orthogonal dimensions describing a factor 
analytic space representing emotiopal experience. There is a body of empirical 
evidence that supports the proposition that these two factors are primary dimensions 
that hold across time frames, cultures, languages, and response formats (Almagor &
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Ben-Porath, 1989; Meyer & Shack, 1989; Mayer & Gaschke, 1988; Watson & Clark, 
1991).
Watson and Clark (1992b) claim that positive and negative affect together 
account for between one-half and three-quarters of the shared variance amongst 
emotion related terms. They have also argued that negative affect can be viewed as a 
general dimension of distress and dissatisfaction that is composed of a number of 
more specific negative emotions, such as anger, guilt, fear, and disgust. On the other 
hand, positive affect is effectively orthogonal to negative affect (Watson, 1988a; 
Watson, Clark, & Tellegen, 1988; Watson & Clark, 1992; Watson, Clark, McIntyre,
& Hamaker, 1992) and may be considered as a measure of well-being because of its 
relationship to specific positive emotions such as joyfulness, excitement, alertness, 
and confidence. Watson and Tellegen (1985) have described these mood states in the 
following way.
Positive affect reflects the extent to which a person is feeling a zest for
life, feeling up vs feeling down.... Negative affect, by contrast,
represents the extent to which a person feels upset or unpleasantly 
aroused versus peaceful."
(p. 472)
In terms of psychosocial variables, Watson and Clark (1992a) point out that 
their conception of negative affect is broadly related to health complaints, stress, and 
the frequency of unpleasant events while positive affect is related to social activity, 
relationship satisfaction, and the frequency of pleasant events. For example, in a study 
of 456 university students and employees Watson and Pennebaker (1989) found that 
negative affect was associated with self-reported symptoms of stress and health but 
that positive affect was relatively independent of them. Watson et al. (1992) 
examined the relationship between social activity and these two mood dimensions and 
found that socialising was related to positive affect but not negative affect.
The WCT school has also presented evidence to suggest that individual 
differences exist in the individual propensity to experience these dimensions of mood 
and that these differences are consistent and stable over time (Watson & Clark, 1984; 
Watson & Clark, 1991; Watson & Tellegen, 1985). The tendency to experience
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positive affect (Pa) they have called positive affectivity (PA) and the tendency to 
experience negative affect (Na) they have called negative affectivity (NA). According 
to the VVCT school these predispositions can be considered as the trait personality 
dimensions underlying the tendency to experience state negative and positive affect.
2.1.2 The Larsen-Diener-Emmons School
The LDE line of research has its genesis in a psychological well-being and 
distress perspective rather than a personality framework. The original inspiration for 
this work came from the groundbreaking studies of Bradburn in the 1960s. Bradburn 
(Bradburn & Calovitz, 1965; Bradburn, 1969) argued that subjective well-being was 
a bi-dimensional construct that consisted of two distinct types of feelings: positive 
and negative affect. He constructed a ten item scale designed to measure these two 
affects (five items each) called the Affect Balance Scaie. Bradburn’s major findings 
were that:
1. The correlation between the positive and negative affect items are low.
2. The correlations within the scales are much higher.
3. The two dimensions of affect correlate differently with various external 
measures, for example worry and anxiety correlate with negative affect; 
social participation and sociability correlate with positive affect (cited in 
Diener & Emmons, 1985).
Other researchers using the same approach (Beiser, 1974; Cherlin & Reeder, 
1975; Moriwaki, 1974; Harding, 1982; Warr, Barter, & Brownridge, 1983) have also 
shown that positive and negative affect are differentially related with external 
psychosocial variables. These findings are, of course, very similar to that reported by 
the WCT school.
Unlike the WCT school, however, the LDE approach has held a more 
complex view of the relationship between state positive affect, state negative affect, 
trait positive affect, and trait negative affect. Diener and Emmons (1985) propose 
that positive and negative states are inversely correlated in a person's life but that the 
longer term mean levels of affect that people experience (affective traits) are
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independent. In a series of studies using their own measures of positive and negative 
affect, Diener and Emmons (1985) conclude that the relationship between positive 
affect and negative affect depends on the time period being considered. As a state, 
positive and negative affect covary inversely over short time spans, but when 
considered over longer time periods they are independent of each other. A number of 
other studies have found similar results (e.g. Kammann, Barter, Irwin, & Dixon,
1979; Warr et al, 1983; Russell, 1980).
Watson & Tellegen (1985) have criticised and rejected Diener et al.'s (1985) 
findings. They claim that the degree of relationship between positive and negative 
affect found in any study varies with the terms used to construct the affect measures 
for that study. If'pure' negative affect and positive affect markers are used then the 
factors will be orthogonal. However if, for example, pleasantness-unpleasantness 
markers are used, the scales will be inversely correlated. The issue for them is simply 
the validity and properties of the psychometric instruments used in the research. They 
argue that whatever confusion has arisen is due to deficiencies in such instruments 
and is not a characteristic of the constructs themselves. Similarly, Cooper and 
McConville (1993) have argued that the large negative correlations between 
measures of positive and negative affect found by the LDE school are in fact a 
statistical artefact. It is interesting to note that in the more recent work coming from 
the LDE school (e g. Larson & Ketalaar, 1991) they seem to have abandoned their 
original view of positive affect and negative affect and taken a similar position to that 
of the WCT school. The LDE postion now seems to be that positive and negative 
affect can be considered as independent affective states when the appropriate 
measurement strategies are used.
Clearly the findings from both the WCT and LDE schools have serious 
implications for any study of childbearing that seeks to examine the impact of this 
process in terms of mood states. Recall that a major difficulty with much of the 
research on the maternity blues has been an inconsistency in the way that mood states 
have been measured engendered by a lack of clear conceptual guidance. The 
implication of the recent mood research is that to fully describe affective experience 
both positive and negative affect need to be assessed using appropriate psychometric
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instruments, such as those suggested by Watson et al. (1988), that are able to 
differentiate between these two constructs.
2.1.3 A theory base for the description of mood states: Neuroticism and
extraversion
On the basis of their empirical work both the WCT and LDE schools have 
concluded that there are traits of positive affectivity and negative affectivity that are 
consistent, stable, and independent factors describing the propensity to experience 
state positive mood and state negative mood respectively (Watson & Clark, 1984; 
Larson & Ketalaar, 1991). However, both of these schools have essentially relied 
upon empirical hindsight rather than theoretical foresight. Neither of these 
approaches began their research programs with an explicitly articulated theory base 
but have concentrated a good deal of their efforts in the description of mood related 
phenomena. Of course the mere description of these mood factors that have 
consistently been found in the empirical literature is not sufficient, explanatory 
concepts need to be invoked to provide an adequate account of their origin and 
relationship to other important psychosocial variables. In recent years both schools 
have turned to the personality constructs of extraversion and neuroticism proposed 
by Eysenck (Eysenck, 1967; Eysenck & Eysenck, 1964; Eysenck & Eysenck, 1975) 
and Gray's (1971, 1973, 1981) psychobiological reinterpretation of Eysenck's 
constructs to achieve a wider view of the implications of their descriptive findings.
Before turning to a fuller account of the relationship between personality 
constructs and affective states or outcomes it should be kept in mind that both the 
WCT and LDE schools have claimed that positive affect and negative affect can be 
interpreted as psychological well-being and psychological distress. Much of the 
original work on these affect constructs was, in fact, based on just such a 
conceptualisation (e g. Bradburn, 1969). It is important to note, then, that a 
contemporary and separate body of empirical and theoretical literature explicitly 
addressing psychological well-being and psychological distress has developed that has 
only minor links with the WCT and LDE affect literature. This research, like that on 
positive and negative affect, has also begun to employ personality constructs such as
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extraversion and neuroticism in its explanatory models of these psychological 
outcomes. The relationship between personality, mood, and psychological health is 
one that holds promise for an understanding of how individuals adapt to potentially 
stressful life events, such as those entailed in the childbearing process. However, 
before drawing those links it is necessary to examine the literature bearing on the 
definition and measurement of the broader psychological health constructs of 
psychological well-being and psychological distress. This will clarify why it is 
necessary to expand the study of psychological outcomes in childbearing beyond only 
distress related concepts.
2.2 Psychological Well-Being and Distress
In several places in this discussion I have referred to the concepts of 
psychological well-being and psychological distress and commented on the 
importance of seeing these as different though related constructs. What is meant by 
these terms and how these psychological health constructs may be related to mood, 
personality and psychopathology needs to be explicated. Essentially, the well-being 
and distress literature tends to overlap with and be somewhat integrative of the mood 
and psychopathology literature. The aim of such an approach has been to extend our 
understanding of psychological health by examining not only general 
psychopathology (e g. stress, anxiety, depression) but also general psychological 
adjustment (e.g. happiness, life satisfaction, enjoyment). For example, Veit and Ware 
(1983) have stated that -
...it may be necessary to extend the definition of mental health beyond 
the mere frequency or intensity of psychological distress symptoms to 
include characteristics of psychological well-being (e.g. feeling 
cheerful, interest in and enjoyment of life), (p. 730)
They have argued that research in this area should move away from the limited and 
negativistic interpretation of mental health as an absence of psychopathology or 
psychological distress. The concept of psychological well-being offers the 
opportunity to broaden our perspective and look at the relationship between
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psychological distress and psychological well-being within a more affirmative 
framework.
Just as there is a body of evidence supporting the empirical distinction 
between positive and negative affect, there is also a substantial array of research to 
support the proposition that psychological well-being and psychological distress are 
distinct dimensions (Bradburn, 1969; Heady, Holstrom, and Wearing, 1984; Beiser, 
1972; Veit & Ware, 1983; Ryff, 1989; Heady & Wearing 1992). This distinction is 
further borne out by the empirical finding that a considerable amount of psychological 
distress can coexist alongside high levels of self-reported psychological well-being 
(Heady & Wearing, 1992). However, unlike the two state mood dimensions of 
positive affect and negative affect, the dimensions of well-being and distress do not 
appear to be orthogonal. Estimates of the degree of their relationship vary from 
correlation coefficients of approximately -.4 (Heady & Wearing, 1992) to -.7 (Veit & 
Ware, 1983) depending on the measurement strategy used in the study.
2.2.1 Models of well-being and distress
Diener (1984) has argued that there have been essentially two basic 
theoretical orientations to understanding psychological well-being: 'bottom-up' and 
'top-down'. This view can also be extended to the discussion of psychological 
distress. The bottom-up approach (Figure 2.1) holds that happiness or distress is
Psychological well-being Psychological distress
A A
Frequency of positive/ 
pleasureable events
Frequency of negative/ 
distressing events
Fiuure 2,1 Simple bottom-up model of psychological well-being and distress
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derived from the aggregation o f pleasurable or unpleasurable moments and 
experiences. Happy people are that way because they experience many pleasant 
events. Distressed people are that way because they experience many distressing 
events. This approach has primarily been investigated by those researchers examining 
the role o f external events and supports on distress and well-being (e.g. Beiser, 1974; 
Andrews &  Withey, 1976, Kammann, 1983; Zapper &  Weinstein, 1985; Argyle,
1987; Kurdek; 1991; Cooper, Okamura, &  Gurka, 1992). Applying this conception 
to the childbearing context, psychological distress could be related to the extent to 
which individuals report distressing events associated with being pregnant or looking 
after a baby. Psychological well-being could be a function o f the extent to which 
individuals report pleasant experiences or events associated with pregnancy or 
looking after a baby. Note that such bottom-up events are not mutually exclusive, 
individuals may experience both unpleasant and pleasant events and experiences 
simultaneously.
The top-down approach (Figure 2.2), on the other hand, argues that there are 
individual differences in predispositions to respond to events and circumstances in 
positive and negative ways and that these global and fundamental characteristics o f 
the individual primarily determine psychological well-being and distress. Happy 
people are that way because they get more enjoyment out o f the things that happen to 
them and the activities they engage in. Distressed people are that way because they 
inherently find day-to-day events and activities more distressing. This top-down
Tendency to experience 
enjoyment
Tendency to experience 
distress
1f f
Psychological well-being Psychological distress
Figure 2.2 Simple top-down model o f psychological well-being and distress
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approach has primarily been adopted by those researchers interested in the 
relationship of individual differences in personality variables to psychological 
well-being and distress. Within the context of childbearing, it is not the type or 
frequency of external events that primarily determines the individual's psychological 
reaction to this process but rather the individual's temperament. Those prone to 
psychological distress will report higher levels of psychological distress through 
childbearing regardless of other factors. Similarly, individuals inclined towards 
psychological well-being will report more satisfaction and happiness through 
childbearing regardless of other factors.
There have been attempts to expand these prototypical models of well-being 
and distress by including other variables posited to influence psychological outcomes. 
Costa and McCrae (1980a), for example, proposed and found support for a top-down 
model of personality influence on positive and negative affect and psychological 
well-being (see Figure 2.3). Although their model is restricted to examining 
well-being, it is notable in that it is one of the first to define the tendency to
Positive Affect 
satisfaction
Negative Affect 
dissatisfaction
Extraversion
sociability
tempo
vigor
social involvement
Subjective Well-Being 
"Happiness" 
morale
life satisfaction 
hopefulness 
affect balanceNeuroticism
anxiety
hostility
impulsivity
psychosomatic
complaints
Figure 2,3 Costa and McCrae's (1980) 'top-down' model of personality influence 
on positive and negative affect and subjective well-being
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experience enjoyment and the tendency to experience distress in terms of the well 
established personality dimensions of extraversion and neuroticism respectively. At 
least two other studies have found support for Costa and McCrae's (1980) top-down 
model (Emmons & Diener, 1986; Mayo, 1983).
In the context of the debate between the top-down and bottom-up 
orientations, there has been some controversy over the degree of involvement that 
personality variables, such as extraversion and neuroticism, play in psychological 
well-being and distress. Disagreement has principally focussed on the extent to which 
these variables should be considered as contaminants or as factors of main interest 
(e g. Schaubroeck, Ganster, & Fox, 1992). Heady and Wearing (1992) have taken 
the latter view and concluded that individual differences in well-being and distress 
should be considered as partly the result of stable individual differences in personality 
traits. Their position differs somewhat from Costa and McCrae (1980) in that they 
argue that the temperament variables of neuroticism and extraversion are directly 
related to psychological health rather than indirectly related through mediating 
variables such as positive and negative affect. Further, they explicitly include 
psychological distress in their approach and argue that while extraversion is 
predictive of psychological well-being, neuroticism, though related to well-being, is 
more predictive of psychological distress.
Essentially Heady and his colleagues (Heady & Wearing , 1989, 1992; Heady, 
Veenhoven, & Wearing, 1991) have argued for a rapprochement between the 
bottom-up and top-down approaches in which both top-down and bottom-up 
processes are considered in the development of psychological well-being and distress. 
They have demonstrated (Heady & Wearing, 1989) that life events influence these 
psychological outcomes over and above the effects of personality factors contrary to 
the strict top-down model. They have found clear evidence that life events directly 
affect state measures of life satisfaction, positive affect, and negative affect. Further, 
they found that the influence of life events is differential in that while both positive 
and negative events influence life satisfaction and positive affect, only negative events 
influence negative affect.
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2.2.2 Measurement
The variety of ways in which various authors have operationalised 
psychological distress and well-being has contributed to some confusion in the 
literature over these psychological outcomes. Heady and Wearing (1992) have 
suggested an hierarchical measurement structure for psychological distress and 
well-being based on a range of previously developed psychometric instruments (see 
Figure 2.4). In a factor analysis of these measures they found support for the distinct, 
though correlated (r = -.43) dimensions of psychological well-being and 
psychological distress. However, a key point that these authors make is that the 
degree of relationship between these dimensions is very much dependent on the 
measures included in such an analysis. For example, they found that if the 12-item 
General Health Questionnaire (Henderson, Byrne, & Duncan-Jones, 1981; Goldberg, 
1972), an instrument commonly used for assessing psychological health, was included 
in the measurement strategy, then the negative correlation between the well-being and
Psychological Well-being
Life satisfaction 
Happiness
Life-as-a-wliole-index 
Satisfaction with Life Scale 
Fordyce‘s Happy Scale
Positive affect
Bradburn's Positive 
Affect Scale
Psychological Distress
A nxiety  Depression
Speilberger State Beck Depression 
Anxiety Scale Inventory
General Health Questionnaire 
Bradburn's Negative Affect Scale
Fiuure 2.4 Heady and Wearing's well-being and distress measurement system 
Based on Heading and Wearing (1992, p.35)
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distress dimensions was much stronger because this instrument loaded equally 
strongly on both dimensions.
Other researchers working on the measurement o f psychological well-being 
and distress have come to somewhat similar conclusions with respect to the need to 
distinguish betw een anxiety and depression. However, they have usually held a 
different understanding about the relationship o f  positive and negative affect to 
well-being and distress. For example, Veit and W are (1983) have also developed an 
hierarchical model for the measurement o f distress and well-being. Unlike Heady and 
W earing (1989, 1992), they have argued for a three level m easurement structure with 
a single, lower order, mental health construct, tw o higher order constructs o f distress 
and well-being, and a further five higher and more specific constructs including 
anxiety and depression (see Figure 2.5).
A nother difficulty in the measurement o f  psychological well-being and distress 
relates to the extent to which these constructs should be equated with positive and 
negative affect. While Bradburn (1969) may have done so in his groundbreaking 
studies in the area, and indeed his positive and negative affect scales are still used in 
the m easurem ent o f  distress and well-being (e g. Heady & Wearing, 1992), it is clear
Mental Health
Psychological
Distress
Psychological
Well-Being
Anxiety
Depression
Loss of Behavioral/ 
Emotional Control
General Positive 
Affect
Emotional Ties
Figure 2.5 Veit and Ware's (1983) hierachical measurement model of psychological distress 
and well-being.
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that there is a separate empirical and theoretical literature explicitly examining the 
measurement of the constructs of positive and negative affect in the context of mood 
states that has concluded that these dimensions are orthogonal (e g. WCT school). It 
should be stressed that both Veit and Ware's (1983) model (Figure 2.5) and Heady 
and Wearing's (1992) model (Figure 2.4) are measurement models and not 
conceptual models of the aetiology of well-being and distress. While they specify the 
relationship between various measurement devices they do not specify how 
constaicts such as temperaments, non-dispositional personality attributes, state affect, 
psychological well-being and psychological distress are related. However, Costa and 
McCrae's (1980) model (Figure 2.3) is an example, albeit deficient because it does 
not consider psychological distress, of a conceptual model that distinguishes between 
these various constructs.
2.2.3 Control expectancy
Any model of psychological well-being and distress, be it top-down, 
bottom-up, or some hybrid of the two, may well be incomplete if it restricts itself to 
considering only temperament dispositions such as neuroticism and extraversion and 
ignores other non-dispositional personality variables. Bryant and Veroff (1982), in 
their analysis of two large scale U.S. cross-sectional surveys of mental health and 
quality of life, propose that a third dimension of individual difference needs to be 
considered in research on psychological well-being, distress and emotional outcome. 
They found a dimension of personal efficacy in their data which they considered 
distinct from either positive affect or negative affect. They argue that, "...hidden in 
global estimations of life quality may be a cognitive appraisal of one's own efficacy 
that needs to be differentiated as a separate component in any structural model 
dealing with the subjective appraisal of personal experience", (pg. 655). This 
'perceived competence' dimension is not, however, independent of the first two 
factors. They argue that this dimension refers to two types of personal competence 
that influence psychological health. The first deals with the capacity to cope with 
stress and is therefore related to distress outcomes and the second deals with the
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capacity to derive positive experience and is therefore related to well-being 
outcomes.
Bryant and Veroffs (1982) position is consistent with calls by other authors 
to investigate the role of appraisal constructs in well-being and distress. Reich and 
Zautra (1981), for example, have argued that the locus of control construct may be a 
critical independent variable that needs to be considered in this area of research. 
Locus of control was proposed by Rotter (1966) to be an important individual 
difference factor in motivation. This concept was originally developed within a 
social-learning theory framework and refers to the expectations that individuals have 
developed with respect to the external versus internal control of reinforcement. 
Individuals who believe that they have a good deal of control over environmental 
events, and thus reinforcement, are said to have an internal locus of control, while 
those who believe that events and reinforcements are beyond their personal control 
are said to have an external locus of control.
There is a body of work suggesting that individuals' beliefs about their control 
over environmental events is indeed related to psychological health. While early 
theories held that realistic evaluations of control were important for good 
psychological adjustment, more recent literature suggests that unrealistic positive 
illusions of control (internality) are more often associated with well-being (see Taylor 
& Brown, 1988 for a review).
...the mentally healthy person appears to have the enviable capacity to 
distort reality in a direction that enhances self-esteem, maintains 
beliefs in personal efficacy, and promotes an optimistic view of the 
future. These three illusions, as we have called them, appear to foster 
traditional criteria of mental health, including the ability to care about 
the self and others, the ability to be happy or contented, and the ability 
engage in productive and creative work.
(Taylor & Brown, 1988. p. 204)
This provides some explanation as to why there is mixed evidence about the 
interaction of stress and control beliefs on psychological outcomes. While some 
studies have found that internality moderates the effect of stress and results in better 
psychological outcomes (Johnson & Sarason, 1978; Lefcourt, Miller, Ware, & Sherk,
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1981; Wheaton, 1983) others have found that irrespective of the levels of 
environmental stress individual differences in internal control beliefs predicted 
psychological health (Cohen, Struening, Muhlin, Genrie, Kaplan, & Peck, 1982; 
Holahan & Moos, 1986, 1987; Nelson & Cohen, 1983; Lefcourt, Martin, and Saleh, 
1984).
A number of studies have applied the locus of control concept in the study of 
psychological health and childbearing. Hayworth et al. (1980) reported that, in their 
sample of childbearing women, an external locus of control assessed in the third 
trimester was predictive of depressive symptomatology at six weeks postpartum. In a 
study of childbearing couples, Terry (1991b) found that the antenatal assessment of 
externality was associated with increased levels of anxiety in the fourth postpartum 
month.
There would seem to be enough accumulated evidence to suggest that 
individual differences in control expectancies should be considered in any model of 
psychological health that is to be applied to the childbearing context. Explaining 
exactly how such expectancies operate to influence well-being and distress and how 
they may be related to other personality constructs will, however, require some 
further theoretical exposition.
2.2.4 Summary
Just as the mood literature has argued that the two distinct constructs of 
positive affect and negative affect are needed to describe psychological outcomes at 
the mood level, the psychological health literature has argued that the two distinct 
constructs of psychological well-being and psychological distress are needed to 
describe psychological outcomes at a broader psychological health level. The degree 
of relationship found between these two outcomes varies with the understanding of 
what the constructs signify and, thus, the measurement technology employed to 
operationalise them. Approaches that emphasise the affective components of these 
constructs typically find that the psychological well-being and psychological distress 
constructs are only moderately correlated, while approaches which emphasise the
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psychopathological components, such as depressed symptomatology, typically find 
that these dimensions are more strongly negatively correlated.
Both 'top-down' and 'bottom-up' models of psychological health, that focus on 
the roles of personality factors and environmental influences respectively, have found 
some support in the empirical literature. Recent models of psychological health have 
included both temperament factors and environmental events as important 
independent variables in accounting for emotional adjustment outcomes. It has also 
been argued that non-temperament personality factors, such as generalised control 
expectancies, should also be included in any adequate model of psychological health.
To this point in this survey of the relevant literature the focus has principally 
been on the psychological health outcome literature. Before going on to examine how 
such conceptions of psychological health can add to an understanding of 
psychological outcomes in the childbearing process, it will be necessary to further 
clarify what is meant by 'personality' variables. Specifically, and as already been 
noted, a distinction should be drawn between those personality variables that should 
be considered as 'dispositions' or 'temperaments' and those personality variables that 
should be considered as 'non-dispositional' or 'non-temperamental'. This distinction 
will be considered in terms of the currrent status of personality constructs.
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CHAPTER THREE 
PERSONALITY
3.1 The Status of Traits
That there is a consistency of behaviour that is exhibited over time and across 
situations was once a controversial position for a psychologist to hold. In a critical 
evaluation of the evidence, Kenrick and Funder (1988) have argued that there have 
been seven major hypotheses arising from the so called 'person-situation' debate and 
that none of these have been adequately supported.
The accumulated evidence fails to support the hypotheses that 
personality traits are simply (a) in the eye of the beholder, (b) semantic 
illusions, (c) artefacts of base-rate accuracy, (d) artefacts of shared 
stereotypes, (e) due to discussion between observers (who ignore 
behavior in favor of verbal self-presentation or reputation), or (f) mere 
by-products of situational consistencies, (p. 23)
Further, in support of the utility of the trait approach, Eysenck (1981) has argued that 
there is overwhelming and indubitable evidence to consider the following as 
established:
1. Individuals differ with respect to their location on important 
semipermanent personality dispositions (traits);
2. The interactive effect of traits and situations produce transient conditions 
known as states;
3. Both traits and states are variables that are useful in the explanation of 
behaviour. Bui only to the extent that they are incorporated into an 
appropriate theoretical framework, [emphasis added]
To paraphrase Digman and Inouye (1986), it would seem that despite the critical 
theoretical and empirical onslaught of the behaviourist and post-behaviourist periods, 
traits have refused to die the decent death expected of them.
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3.2 T he 'B ig  Two'
The 'Big Two1 (Tellegen, 1985) personality dimensions of extraversion and 
neuroticism, originally described by Eysenck (1959, 1967, 1970), appear frequently in 
factor analytic studies of personality. They have been established across many studies 
using rating and questionnaire methodologies (Digman & Takomoto-Chock, 1981, 
Kaiser, Unka, & Bianchini, 1971; Costa & McCrae, 1980b; MacCrae & Costa, 1987; 
Bond, Nakazato, and Shiraishi, 1975; Noller, Law, & Comrey, 1987; Brand & Egan, 
1989; Trapnell, & Wiggins, 1990; Zuckerman, Kuhlman, Thorquist, & Kiers, 1991; 
Costa & McCrae, 1992a). As well as the correlational and factor analytic evidence 
for the extraversion and neuroticism constructs, there is increasing support for a 
genetic/biological influence on behaviour ascribed to these two personality 
dimensions (Heath, Neale, Kessler, & Eaves, 1992; Stelmack, 1991; Tambs, Sundet, 
Eaves, & Horberg, 1991; Eysenck & Eysenck, 1990; Loehlin, 1989; Heath, Eaves, & 
Martin, 1989; Eysenck, 1981). Results from the Minnesota Twin Study (Tellegen et 
al., 1988), for example, have provided support for the view that there is a strong 
genetic component to what has been called Positive Emotionality (extraversion) and 
Negative Emotionality (neuroticism) (Digman, 1990).
A major criticism made of the predominant factor analytic approach to 
personality research, as in the mood research, has been that it is largely descriptive 
and lacks theoretical guidance. Generally the step from descriptive techniques to 
predictive or confirmatory methods has not been taken. An exception to this has been 
the research program of Eysenck and other derivative theorists. Eysenck (1985) has 
argued that if the study of personality is to be attributed the status of a scientific 
enterprise it must move beyond the mere description of character. He has even gone 
so far as to divide his 1985 book Personality and Individual Differences (Eysenck & 
Eysenck, 1985) into two parts: Descriptive and Causal. Eysenck (1992a) has argued 
that the heavy emphasis on descriptive methodologies and analysis in personality 
research is misguided. He points out that, "...factor analysis is a good servant, but a 
bad master..... Its findings are precarious unless and until they can be tested against
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deductions from theory, either in the laboratory or in real-life situations."(1992a, p. 
867).
However, Eysenck's views on the role of description in theories of personality 
are by no means predominant in the literature. Costa and McCrae (1992a, 1992b), 
currently two of the most influential researchers in this field, disagree with Eysenck 
(1992a). They emphasise a descriptive program over theoretical approaches. They 
explicitly argue that "the systematic description of personality must precede not 
follow, personality theory" (Costa & McCrae, 1992a p. 861). The position taken in 
this thesis is that enough methodologically sound descriptive research into the 
description of traits has taken place to enable us to consider what the causal 
mechanisms are that underlie them. With that in mind I will briefly present Eysenck's 
(1967) theoretical account of extraversion and neuroticism, then Gray's (1971, 1973, 
1981) reinterpretation of Eysenck's account, and finally, Tellegen's (1985) synthesis 
of the extraversion and neuroticism constructs with the contemporary mood 
literature.
3.2.1 Eysenck's theoretical analysis
Eysenck's (1967) theory of personality explicitly posits a neurological basis 
for individual differences in neuroticism and extraversion. According to his theory 
extraversion is related to the ascending reticular activating system (ARAS) located in 
the brain-stem reticular formation. He has argued that collaterals from the ascending 
pathways excite cells within the ARAS, which then excite various sites in the cerebral 
cortex. The ARAS has been found to be implicated in a number of areas of behaviour 
related to emotional experience such as motivation, arousal, and conditioning 
(Stelmack cited in Eysenck & Eysenck, 1985)
The neurological basis for neuroticism, on the other hand, is supposedly 
located in what Eysenck (1967) calls the 'visceral' brain, composed of the amygdala, 
hippocampus, septum, cingulum, and hypothalamus. Eysenck argues that messages 
from the visceral brain extend to the reticular formation and then proceed to the 
cortex, where they have an arousing effect. The structures underlying neuroticism
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would seem to be primarily associated with the limbic system and are therefore 
intimately related to affective experience.
While extraversion is related to low levels of cortical arousal, neuroticism is 
related to high levels of autonomic activation. The structures posited by Eysenck 
(1967) to underlie extraversion and neuroticism are argued to be only partially 
independent in their functioning. While he has made a conceptual distinction between 
arousal (associated with extraversion) and activation (associated with neuroticism), 
he has also pointed out (Eysenck & Eysenck, 1985) that it is very difficult to 
empirically test the idea that arousal and activation are related but separate 
constructs. It is clear that a degree of caution is necessary when reading in this area 
because of the way other authors use such terms as 'arousal' when referring to 
Eysenck's theory. Often the conceptual distinction between arousal and activation 
that Eysenck has drawn attention to is abandoned in empirical evaluations of the 
theory and this results in some confusion over interpretations of findings (e.g. Broke 
& Battmann, 1992; Ussher & Wilding, 1992; Larsen & Diener, 1987).
3.2.2 Gray's approach
Gray (1971, 1973, 1981) has developed a tripartite model of fundamental 
emotional systems on the basis of evidence from animal learning and from human 
neuropsychological research. To some extent Gray's theory may be considered a 
derivative of Eysenck's (1967). Unlike Eysenck, however, Gray deduced his 
theoretical position from two different sources: firstly, an understanding of 
psychobiological structures and secondly, learning theory. He then sought 
confirmation of both of these interpretations in the descriptive, empirical literature.
3.2.2.1 Gray's psychobiological basis
The three emotional systems postulated by Gray are: the Behavioral 
Activation system (BAS), the Behavioral Inhibition System (BIS), and the 
Fight/Flight system. Gray (1981) argues that each of these systems is responsible for 
a major personality dimension. The underlying neural structure of the BIS is Olds' 
reward system. Gray argues that this system controls active approach and avoidance
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behaviour in response to signals of reward. Thus, the BAS is linked to individual 
differences in sensitivity to reward signals and underlies an inipulsivity dimension.
The underlying physiological structure of the BIS is the septo-hippocampal 'stop' 
system. It is argued that the BIS regulates extinction and passive avoidance in 
response to signals of punishment (including frustrative non-reward). Gray argues 
that individual differences in the levels of activity of this system are linked to 
differences in sensitivity to signals of punishment and is responsible for an anxiety 
dimension in the personality structure. The neurological basis for the Flight/Fight 
system is the amygdalo-hypothalamo-midbrain substrate. This system is supposedly 
responsive to unconditioned punishment and is said to underlie an 
aggression-constraint personality factor.
3.2.2.2 Gray 's learn if ig the ory basis
Gray bases the origins of a learning theory of emotions in the work of the 
second generation behaviourists (such as Hull, Spence, Skinner, and Mowrer) and he 
defines emotions as, "..those (hypothetical) states in the CNS which are produced by 
reinforcing events or by stimuli which have in the subject's previous experience been 
followed by reinforcing events." (Gray, 1973 p. 419).
Fie argues, on the basis of classical and operant conditioning research, that 
there are two types of signals and reinforcing events which, depending on whether 
they are conditioned or unconditioned, form the basis of the three emotional systems 
(see Table 3.1).
1. Approach system - signals of reward (including non-punishment) which 
elicit approach behaviour (including active avoidance). These may be 
either conditioned or unconditioned
2. Stop system - signals of conditioned punishment (including non-reward) 
which elicit behavioural inhibition or passive avoidance behaviour.
3. Fight/Flight system - signals of unconditioned punishment (including 
non-reward) which elicit escape and defence aggression.
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Table 3.1
Gray's three major emotional systems
Emotional Reinforcing Stimuli Behaviour Neural Structures
System
Approach Conditioned stimulus Approach Learning; Olds' reward system
for +R & -P active avoidance; especially septal area.
skilled escape; medial lorebrain bundle and
predatory aggression lateral hypothalamus
Stop Conditioned stimulus Passive avoidance; Medial septal area,
f or +P&- R extinction hippocampus, orbital
frontal cortex, caudate 
nucleus
Fight/Flight Unconditioned +P Unconditioned escape;Amygdala, stria terminalis, 
& -R defensive aggression medial hypothalamus,
central grey area of 
midbrain
Note. P = Punishment, R = Reward, preceding + denotes presentation of stimulus, 
preceding - denotes omission or withdrawal of stimulus.
Based on Gray (1973).
3.2.3 Gray and Eysenck
In the tradition of 'cumulative science' Gray (1973) has attempted to 
reconcile his own theory of emotional dispositions with the more established 
personality theory of Eysenck (1967). In this discussion I shall summarise what Gray 
has to say on the two primary factors of neuroticism and extraversion and not 
consider the psychoticism construct proposed by Eysenck. (For a full discussion on 
these points see Gray (1970, 1971, 1973) and Eysenck & Eysenck (1985)). A 
graphical comparison probably best highlights the similarities and differences between 
the two theories (see Figure 3.1).
Gray (1973) argues that individuals vary in their sensitivity to signals of 
rewards (associated with the Approach System) and punishment (associated with the 
Stop and Fight/Flight Systems) at a dispositional level. Me interprets individual
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Figure 3.1 Eysenck's neuroticism and extraversion personality dimensions overlaid 
with Gray's signal sensitivity dimensions (based on Gray, 1973).
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variation in the sensitivity to the signals of reward to be manifested by a personality 
trait of impulsivity while individual differences in the sensitivity to signals of 
punishment are manifested by the personality trait of anxiety. These factors of anxiety 
and impulsivity proposed by Gray essentially describe the same factor analytic space 
as Eysenck's extraversion and neuroticism constructs. Gray (1973, p.434) has argued 
that his factors represent a 45° rotation of Eysenck's dimensions and that his 
theoretical position represents adequate grounds to prefer his rotated factors as 
causal dimensions of personality. Like Eysenck, with his activation and arousal 
explanations, Gray has specifically called his proposals with regards to the two signal 
sensitivity model a causal theory of personality.
3.3 Personality Theory and the Schools of Mood Research
In Chapter two of this thesis it was argued that both the major schools of 
recent research on mood and affect, the Watson-Clark-Tellegen and 
Larson-Diener-Emmons schools, had concluded that there were two stable, 
independent, and consistent personality factors or temperaments underlying the 
tendency to experience positive affect and negative affect. At this point it would be 
useful to explain more fully how it is that both schools of research came to the same 
conclusion that the 'Big Two' personality constructs of extraversion and neuroticism 
correspond to these two emotional temperaments.
Watson and Tellegen (1985), in a study of self-rated mood, derived what they 
called a 'consensual circumplex' (see Figure 3.2) to describe the state mood domain. 
Tellegen (1985) compared the trait constructs of positive and negative affectivity 
developed from his research to Gray's (1971, 1973, 1981) psychobiological 
interpretation of Eysenck's extraversion and neuroticism constructs. When comparing 
the Eysenck/Gray emotion model (Figure 3.1) to the Watson-Tellegen circumplex 
(Figure 3.2), Tellegen (1985) argues that:
...the state domain corresponding to the N [Neuroticism] trait is the 
diagonal axis of Strong Engagement versus Disengagement (or high 
vs low arousal). If we are to maintain orthogonality then this 
interpretation identifies Pleasantness versus Unpleasantness as the
U
npleasantnes:
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Figure 3.2 Modified consensual circumplex of state mood (based on Tellegen, 1985)
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state counterpart ofE  [Extraversion]. Next we note that a 45" rotation 
of the Pleasantness and Engagement pair of axes produces the 
Positive-Affect and Negative-Affect axes. It is therefore consistent 
with Gray's interpretation of his own dimensions as a 45° rotation of 
Eysenck's, to treat Positive Affect and Negative Affect as the stale 
dimensions that correspond to his reward signal-sensitivity and 
punishment signal-sensitivity trait dimensions, (p. 698)
Tellegen (1985) further argues that reward signal-sensitivity corresponds to positive 
emotionality and that punishment signal-sensitivity corresponds to negative 
emotionality. He makes the point that one must, of course, separate out the 
constructs from the scales used to measure them. From their own work (Watson & 
Tellegen, 1985), and from the work of others (e g. Warr et al., 1983), Tellegen 
(1985) has argued that the Extraversion and Neuroticism scales developed by 
Eysenck actually appear to measure positive and negative emotionality. He further 
argues that the WCT school's concepts of negative and positive emotionality and 
Gray's two signal sensitivity constructs fit the Extraversion and Neuroticism scales 
developed by Eysenck better than Eysenck's own constructs. This position with 
regard to the relationship between Eysenck's, Gray's, and Tellegen's constructs now 
seems to have become generally accepted by the WCT school. Watson, Clark, & 
Tellegen (1988) have more recently reiterated that trait positive affectivity and 
negative affectivity strongly resemble the major personality factors of extraversion 
and anxiety/neuroticism. In discussing the results of several studies examining the 
relationship of positive affect and negative affect to the personality dimensions of 
extraversion and neuroticism Watson and Clark (1992a) argue that:
The results have been highly convergent and have revealed a striking 
differential pattern: Measures of Negative Affect are substantially 
correlated with Neuroticism but are generally unrelated to 
Extraversion; whereas Positive Affect scales are significantly related 
to Extraversion but not to Neuroticism. (p. 445)
It would seem then that neuroticism and extraversion can be reasonably 
interpreted as personality traits corresponding to the fundamental dimensions of 
emotional temperament that give rise to the propensity to experience state negative
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atTect and state positive affect respectively, a view explicitly supported by other 
personality theorists such as McCrae and Costa (1991).
Researchers from the LDE school have taken a different path to reach 
essentially the same conclusions. By 1987 (Larsen & Diener, 1987) they were moving 
beyond the description of affective experience towards theoretical accounts for the 
explanation of positive and negative affective. During this period they argued that the 
frequency of positive or negative affective experiences should be considered 
separately to a general affect intensity construct. Larsen and Diener (1987) sought to 
ground this interpretation within Eysenck's (1967) theory of CNS arousal. However, 
the LDE school appears to have more recently (Larsen & Ketelaar, 1991) abandoned 
this approach in favour of Tellegen's (1985) thesis that the underlying basis for state 
positive and negative affect lay in Gray's (1971, 1973, 1981) interpretation of the 
Eysenckian extraversion and neuroticism dimensions.
Irrespective of the school of mood research, the balance of empirical research 
indicates that there is a relationship between extraversion and positive affect on the 
one hand and neuroticism and negative affect on the other (Costa & McCrae, 1980a; 
Williams, 1981; Warr et al. 1983; Kirkcaldy, 1984; O'Malley & Gillett, 1984, Diener 
& Emmons, 1985; Emmons & Diener, 1985; Watson, 1988a, 1988b; Thayer, 
Takahashi, & Pauli, 1988; Hotard, McFatter, McWhirter, & Stegall, 1989; Meyer & 
Shack, 1989). Generally these two mood temperaments are thought to be 
independent.
3.4 The 'Big Two' Mood Temperaments
To summarise, there is a considerable body of historical and contemporary 
empirical literature to support the existence of consistent and stable personality traits. 
The theoretical account of how these traits, situations, and states interact can 
provide useful explanations of behaviour. The personality traits of extraversion and 
neuroticism have been particularly associated with emotion and mood states. Both 
Eysenck and Gray have posited causal models to explain how these traits or 
temperaments influence behaviour and emotion in particular. Eysenck developed a
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CNS theory to explain the neuroticism and extraversion traits that had emerged from 
his descriptive studies. Gray has applied his tripartite model of emotion to the 
personality factor space described by Eysenck and argued that his signal-sensitivity 
constructs were a more appropriate causal explanation. Researchers from both the 
WCT and LDE schools have compared their trait constructs of positive affectivity 
and negative affectivity to Eysenck's extraversion and neuroticism and Gray's signal 
sensitivity model. The result of this comparison is that there would appear to be two 
major and independent personality temperament dimensions underlying state mood:
1. Punishment Sensitivity, Negative Affectivity, or Neuroticism.
In which a temperamental sensitivity to aversive or punishing stimuli is 
evinced by the stable and consistent tendency to experience the world in 
a negative light and to report higher levels of anxiety and distress.
2. Reward Sensitivity, Positive Affectivity, or Extraversion.
In which a temperamental sensitivity to approach or rewarding stimuli is 
evinced by the stable and consistent tendency to experience the world in 
a positive light and to report higher levels of happiness, life-satisfaction 
and well-being.
These individual difference dimensions of emotional temperament have been 
invoked to attempt to account for individual differences in the proclivity to 
experience positive and negative mood states. While these trait theories of personality 
are informative, they do not constitute a complete or an adequate explanation of the 
aetiology of psychological outcomes such as psychological health or mood states. 
Clearly, it would be unreasonable to conclude that psychological health in general, or 
in childbearing in particular, is only influenced by affective temperament. As Eysenck 
(1981) has argued, the combined effect of traits and situations should be considered 
in order to understand why different psychological states arise. However, it is not 
enough to simply argue that other factors, such as control expectancy, need to be 
considered in attempting to predict outcomes. Appropriate theoretical frameworks 
also need to be developed so as to understand what the links are between traits, 
states, situations, and behaviour. To that end, this discussion will now to turn to a
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broader theoretical base that may prove to be useful in understanding the processes 
involved in emotional health for the following reasons.
1. This broader theory has its basis in learning theory and thus facilitates an 
integration of Gray's signal sensitivity model to behavioural outcomes.
2. It explicitly articulates a dynamic model of personality and defines what 
traits are, how they arise, how they interact with the environment and how 
they can moderate behaviour.
3. It has attempted to present a model of emotional experience based on its 
personality model.
4. It allows us to examine the role of other 'cognitive' traits, such as locus of 
control, in emotional experience.
5. It has explicitly addressed the development of psychopathological 
outcomes, such as depression and anxiety, based on its emotion and 
personality models.
By applying the constructs from this approach, an integrated model of psychological 
health and mood states can be developed which may provide a more adequate 
explanation of individual differences in psychological outcomes in general, and in the 
childbearing context in particular.
3.5 Paradigmatic Behaviourism
Paradigmatic behaviourism, previously known as social behaviourism, has 
been described as a 'framework theory' (Staats & Eifert, 1990; Staats, 1991) and has 
been proposed as third generation behaviourism because it is considered a multi-level 
theoretical effort.
While it is based upon a theory of elementary principles of
conditioning, it has taken the position that the elementary principles
need development in a series of levels before complex human behavior
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- important to abnormal and clinical psychology, and to personality
measurement - can be dealt with in an adequate way. (Staats & Heiby,
1985 Pg. 281)
These 'elementary principles' posited in paradigmatic behaviourism vary 
sufficiently from the standard conception of learning mechanisms to warrant further, 
but brief, description here. Given that the aim of this description is to show aspects of 
the theory that are particularly relevant to conceptions of emotion, mood and 
personality, emphasis will be placed on the key role that emotional responses play in 
this theory. Later the link between the paradigmatic behaviourism approach and other 
theoretical conceptions of personality and affect will be made. For a more complete 
account of paradigmatic behaviourism, its underlying philosophy, and its 
contributions to other areas in psychology the reader is referred to Staats (1975a, 
1983) and Eifert and Evans (1990).
3.5.1 Three-flinction-learning theory
One of the central canons in paradigmatic behaviourism is that stimuli serve 
three functions. These functions are.
1. Affective - positive or negative emotional value;
2. Reinforcing - positive or negative depending on (1);
3. Directive - approach or avoidance depending on (1).
The theoretical rationale underlying the first and second functions is based on 
the view that the classical conditioning and operant learning of behaviour are closely 
related. In fact, it is only through emotional qualities being conditioned to stimuli that 
these stimuli become reinforcers. The logic is as follows:
1. There are stimuli that elicit emotional responses (Unconditioned Stimuli - 
UCS). Because these stimuli elicit emotional responses they thus have 
motivational and survival potential;
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2. When an emotion-eliciting stimulus (UCS) is paired with some other, 
neutral stimulus (CS), this CS will then come to elicit emotional responses 
also;
3. The emotion elicitors (CS) that are formed through such classical 
conditioning are the stimuli that are potential reinforcers in the operant 
learning paradigm.
The third function of stimuli is based on an hedonistic principle and leads to 
organisms learning to approach stimuli that elicit positive emotional responses and to 
avoid stimuli that elicit negative emotional responses. The three functions of the 
stimuli, that is the Affective, Reinforcing, and Directive (A-R-D), are related and 
depend upon the emotional value of the stimulus.
Staats (1975) argues that any individual will inevitably have a vast number of 
conditioning experiences in their history and that such experiences will vary from 
person to person. The effect of these experiences in conjunction with the three 
function learning principle is to create a unique system of A-R-D stimuli at the 
individual level. Thus, each person's A-R-D system is based on a range of stimuli that 
originally elicited emotional responses on an 'unlearned' basis as well as an extensive 
set of stimuli that elicit emotional response as a result of first and higher order 
conditioning. Through this process each person acquires the potential to respond 
emotionally to a great number of stimuli (Staats, 1975).
It is important to stress that, unlike Skinner's position (1953, 1986) and the 
James-Lange theory (Reber, 1985), emotions and emotional responses in 
paradigmatic behaviourism are empowered with causal properties and are not merely 
epiphenomenal. It must also be said that in terms of the more recent literature the 
view of emotion taken by paradigmatic behaviourism is more sympathetic to Zajonc's 
(1984) position of the primacy of emotion than to the cognitivist views as exemplified 
by Lazarus (1984, 1991a, 1991b).
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3.5.2 The personality level of the theory
Two views of the role of personality variables in behaviour have 
predominated in the psychological literature. The traditional trait or structural 
approach has interpreted such individual difference variables as causal agents that 
either directly or indirectly, through interaction with the environment, produce 
behaviour (e g. Cattell, 1950; Allport, 1966; Eysenck, 1981; Eysenck & Eysenck, 
1985). By way of contrast, what has been called the 'radical behaviourist' perspective 
has considered personality variables as epiphenomenona, effects which result from 
our interpretation of behaviour produced by operant learning (Carver & Scheier, 
1992).
Paradigmatic behaviourism proposes that personality factors are, in fact, both 
causes and effects. Staats (1975) in his analysis of the concepts of mediation 
(Mowrer, 1960), self-reinforcement (Mowrer, 1960) and self-concept (Staats & 
Staats, 1963) argues that while personality attributes are learned, that is, they are an 
effect, they also instigate and mediate, that is, are causal agents of behaviour. He 
argues that to explain complex human behaviour adequately, including the concept of 
personality, we must move beyond the level of higher order learning processes such 
as classical and instrumental conditioning and the A-R-D system. Staats (1975) states 
that there must be a personality level to a theory of human behaviour.
It is natural that the basic theories of learning have not considered 
learning in this sense, since they are concerned with simplification and 
the elementary principles. However, a theory of human behavior must 
be concerned with the length of the individual's learning 
history....Human life presents possibilities for long-term, cumulative, 
skill acquisitions of various types. The importance of learning can only 
be seen by stepping out of t(ie laboratory and considering cases of 
human development, (p. 63)
To this end he proposes two mechanisms which function at a subservient theoretical 
level to fundamental learning principles. These are cumulative-hierarchical learning 
and basic behaviour repertories.
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The underlying concept of cumulative-hierarchical learning is quite simple and 
requires the consideration of two converging factors. Firstly, that the individual, 
throughout its development, is subject to countless numbers of learning and 
conditioning trials each day and that these experiences are cumulative. Secondly, that 
behaviours and skills vary in their complexity and that some less complex behaviours 
or skills are the building blocks for more complex behaviours and skills, that is, they 
are hierarchical. The adage that "you have to walk before you can run" is an example 
of such an hierarchical structure of skills. Staats' own often used examples of 
cumulative-hierarchical learning come from the language development field where 
one can readily see how such a cumulative process may be applied (Staats, 1975).
Paradigmatic behaviourism's account of personality (Figure 3.3) invokes the 
concept of basic behavioural repertoires (BBRs). These BBIls are complex 
constellations of skills and habits that, on the basis of elementary learning principles 
and cumulative-hierarchical learning, are acquired by the individual over a long period 
of time. According to Staats (1975) these BBRs begin developing in childhood and 
constitute the, "...compendium of skill by which the individual adjusts." (p. 63). 
Through cumulative-hierarchical learning BBRs provide the basis for additional 
learning of complex behaviours and thus, at an earlier stage of development, can 
create diverging "personality" characteristics between individuals. The consequence 
of this concept is that BBRs are seen as determining how the individual experiences a 
situation, how they will behave in that situation, and what they will learn from that 
situation (Staats & Heiby, 1985).
Paradigmatic behaviourism proposes that the BBRs can be broadly classified 
into three general groupings: the emotional-motivitional repertoire, the 
language-cognitive repertoire, and the sensory-motor repertoire. These are simply 
convenient, descriptive, conceptual groupings and BBRs may overlap between the 
systems. As Staats (1975) and Burns (1990) have pointed out, it is not intended that 
these three categories be representative of actual structures residing within the 
individual.
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The emotional-motivational system consists of external (environmental) and 
internal (overt or covert behaviour) stimuli that elicit positive and negative emotional 
responses in the individual (Staats, Gross, Guay, & Carlson, 1973, Staats & Burns, 
1982; Burns, 1990). These internal emotional stimuli are largely learned in complex 
conditioning histories. Environmental conditions such as deprivation and satiation are 
said to mediate the influence of this system (Staats, 1975).
Most of the empirical and theoretical effort in the study of paradigmatic 
behaviourism has been focussed on examining the language-cognitive system (e.g. 
Staats, 1963, 1968, 1971; Eifert, 1984, 1987, 1990;Hekmat, 1990; Rondal, 1990; 
Lohr & Hamberger, 1990; Heiby, Ozaki, & Campos, 1984; Heiby, 1986). This 
system involves self-direction, self-reinforcement/ stimulation, and of course, 
communication.
With regard to the sensory-motor repertoire, Staats (1975) has described this 
aspect of personality as being essential to the consideration of the individual. Our 
overt behaviour is often seen as the most significant manifestation of our 'personality' 
and, in terms of operationalising the assessment of personality repertoires, is often 
viewed as its most significant indicator. Staats also explicitly associates this aspect of 
personality with the processes of imitation, observational learning, vicarious 
conditioning, modelling, and overt self-reinforcement.
3.5.3 Abnormal personality
Staats (1975) extended his general personality model (Figure 3.3) to a model 
of what he has called 'abnormal personality' (abnormal psychology or 
psychopathology) (Figure 3.4). In this view abnormal behaviour could be seen as 
either inappropriate or deficient in some way. Such behaviour results from an 
interaction of inappropriate or deficient personality and inappropriate or deficient 
environment. Further, this behaviour can lead to further learning and even to the 
establishment of repertoires of inappropriate or deficient behaviour. This approach 
enables one to see how some areas of behaviour may be 'abnormal' whilst other areas 
may be unaffected. This model of psychopathology encourages us to consider
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individuals in terms of their current personality, their previous learning conditions, 
and their current situation (environment).
More recently attempts have been made to apply this general model of 
abnormal personality to more specific forms of psychopathology such as anxiety 
(Eifert, 1984; Lohr & Hamberger, 1990; Hekmat, 1990), phobia (Eifert & Craill, 
1989; Eifert, 1990), schizophrenia (Leduc, Dumais, & Evans, 1990), and in 
particular, mood disorders (Staats & Heiby 1985; Heiby, 1986; Rose & Staats, 1988; 
Heiby, 1989; Heiby & Staats, 1990). Given the prominent role that affect plays in this 
approach to learning, personality, and psychological outcomes, it is not surprising 
that there has been a focus on mood outcomes in this literature. The paradigmatic 
behaviourist position has argued that the individual's psychological outcomes in terms 
of mood states may be affected by at least four types of 'stimuli'; external non-verbal 
stimuli (e.g. being in an unpleasant environment), internal non-verbal stimuli (e.g. 
imaging an unpleasant environment), external verbal stimuli (e.g. being insulted by 
someone), and internal verbal stimuli (e.g. self-language or self-talk). Indeed, the 
understanding of what constitutes a stimulus from this perspective is quite broad 
encompassing objects, events, people, places, activities, ideologies, and values.
Staats and Eifert (1990), in their elaboration of the emotional aspect of the 
personality theory, focus particularly on the central role that language plays in mood 
outcomes. They argue that because affect is the prime motivator of behaviour, 
language can profoundly influence behaviour by eliciting affect. Further, they argue 
that this emotion eliciting aspect of language is one of its major functions. This 
conceptualisation leads us to see that the individual can influence their own behaviour 
and mood states by the use of self-generated language. The repertoire of affect 
eliciting language that an individual develops through the principles of A-R-D system 
and cumulative-hierarchical learning can, in fact, be seen as part of a self-regulatory 
system.
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3.5.4 The ability to regulate mood: Sell-stimulation and self-regulation
In common with other contemporary approaches to learning and to 
personality paradigmatic behaviourism incorporates the principle of reciprocal 
determinism (Bandura, 1978). Thus, psychological outcomes constitute new learning 
experiences which influence future psychological outcomes. Although there will be 
variation between individuals, it is through this process that the individual acquires 
skills necessary to self-moderate psychological outcomes such as mood states and 
psychological health. The primary mechanisms and capacity for this regulation of 
mood lies in the verbal-emotional repertoire and in the nonverbal stimuli that the 
individual seeks out or avoids. The basic position is that to some extent individuals 
can manipulate and moderate mood by the self-application of positive or negative 
affective stimuli. Such stimuli may be internal-verbal ('self-talk'), internal-nonverbal 
(images) or external and instrumental (engaging in pleasant or unpleasant activities).
The ability to apply affective stimuli to oneself is not a new concept to 
paradigmatic behaviourism (Staats & Ileiby, 1985; Heiby & Staats, 1990; Lohr & 
Hamberger, 1990; Staats & Eifert, 1990) and indeed was an issue addressed in Staats' 
early works on social behaviourism and the A-R-D theory (Staats & Staats, 1963; 
Staats, 1975). However, this earlier conception of self-regulation was quite general 
and basic and even the current manifestation of paradigmatic behaviourism lacks a 
contemporary conception of independent mood states and psychological health 
outcomes necessary to appreciate the implications of such a process.
3.5.5 AiTective-Reinforcing-Directive theory and self-control theories
If the individual responds in a way that produces a stimulus that has 
reinforcement value, he has provided himself with a reinforcing state
of affairs......behavioral events internal to the individual may influence
the nature of the individual's behavior. (Staats, 1975 p. 60)
This early definition of self-reinforcement from a paradigmatic behaviourism 
perspective can be seen as quite elementary and general. However, if one considers 
how reinforcers themselves are defined by the A-R-D system in terms of their
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affective qualities, then the implications for a model of self-regulation of behaviour, 
particularly with regard to mood states, becomes clearer. The 'internal' reinforcing 
events that Staats was in fact referring to consist of language and images that have 
emotional potential conditioned to them, thus, implicating the importance of self-talk, 
self-statements, and imagery in the self-regulation of behaviour.
The importance of the self-regulation of behaviour by the self-application of 
reinforcement and punishment has also been addressed in the clinical mood 
disturbance field by the self-control theories of Rehm (1977, 1978) and Heiby (1981). 
They have argued, using a more conventional learning theory base, that human 
behaviour is to some degree a function of self-administered reinforcement. Similar to 
other learning theory formulations of mood disturbance (e.g. Lewinsohn, 1975), they 
have also assumed that psychological health depends on obtaining some minimum 
amount of positive reinforcement. Such reinforcement may come from externally 
controlled contingencies (material or social) or from self-controlled contingencies 
(covert or overt). The self-control hypothesis is, essentially, that deficits in evaluation 
and discrimination of positively toned events may result in what is called a low 
frequency of self-reinforcement (LFSR). A LFSR is hypothesised to precede and in 
part contribute to mood disturbances such as depression (Rehm, 1977; Heiby, 1981, 
1986; Cimenero & Steingarten, 1978). It is further hypothesised by the self-control 
theorists that the adaptive functioning of an individual who engages in LFSR is 
relatively more dependent upon externally controlled contingencies. Therefore, the 
LFSR person may fluctuate more in adaptive functioning as the environment 
fluctuates in sources of reinforcement, whereas a person with a high frequency of 
self-reinforcement (HFSR) may exhibit a more consistent adaptive functioning 
because such functioning is less dependent upon changing environmental 
contingencies. The individual with LFSR may appear to have a fluctuating sense of 
self-esteem and self-confidence and be predisposed to depression when changes in 
environmental contingencies occur. There is some empirical evidence to support the 
utility of this model of the self-regulation of emotion with respect to depression from 
both clinical and non-clinical samples (Heiby, 1981; Rozensky, Rehm, Pry, & Roth, 
1977; Roth, Rehm, & Rozensky, 1980)
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While there are obvious similarities between the concepts employed by the 
self-control theory and those used in paradigmatic behaviourism regarding the 
self-regulation of behaviour, they differ with respect to their fundamental 
understanding of the role of stimuli within the learning paradigm. This has lead to the 
reinterpretation of the self-control hypothesis using paradigmatic behaviourism's 
A-R-D and personality theory as a framework (Staats & Heiby, 1985; Heiby &
Staats, 1990; Heiby, 1989). According to Heiby and Staats (1990) the earlier 
self-control theories suffer from a theoretical flaw because the traditional learning 
analysis does not explain how self-reinforcement is related to important 'cognitive' 
concepts like self-esteem and self-concept. Paradigmatic behaviourism, on the other 
hand, suggests that self-reinforcement cannot be understood without reference to the 
verbal-emotional repertoire and also the verbal-image repertoire (the large group of 
words that elicit image responses) which are major components of the personality 
system. Within the paradigmatic behaviourism analysis of self-reinforcement and 
self-regulation processes we begin to see the emergence of a dynamic and process 
driven model of adaptation that encompasses emotion, mood, personality, cognitive 
mediators, and environment.
3.5.6 A-R-D Theory and Self-reinforcement
Frequently when a person is said to provide a reinforcing stimulus to 
him/herself, the important and only function of such self-stimulation is the experience 
of emotionality (Staats and Heiby, 1985). Reconstruing the role of stimuli in this way 
will then alter how the process of self-regulation and its relationship to 
self-reinforcement is understood. There may, in fact, be no contingent relationship 
between such a stimulus and a preceding behaviour to provide a reason for 
considering the process as reinforcement. To call this process self-reinforcement is 
problematic and, according to Staats and Heiby (1985), the operant analysis is in 
error. They argue that this has been a typical mistake in considering mood 
disturbances such as dysphoria.
When a person is dysphoric it is the absence of the experience of 
positive emotional stimulation and the experience of negative
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emotional Stimulation that is involved - not the lack of reinforcement 
contingencies [see Lewinsohn, 1975], Reinforcement or its absence, 
will have been involved in producing deficient and inappropriate 
personality repertoires. Depression has as its basis dysphoria which is 
an emotional not a reinforcement process, (p. 3 10)
Staats and Heiby (1985) argue that while an operant process may have been involved 
in the acquisition of a deficient self-reinforcement personality repertoire it is not 
responsible for generating emotional states such as dysphoria. A LFSARD (low 
frequency of self-administered affective, reinforcing, directive stimulus) may be a 
consequence of inappropriate learned negative self-evaluations, which may be 
associated with a memory deficit of positive events in the language-cognitive 
repertoire as well as with actual skill dysfunctions in the language-cognitive and 
sensory-motor repertoires that additionally lead to negative self-labelling.
The language-cognitive system (including the verbal-emotional and 
verbal-image repertoires), a personality repertoire, has been seen as a principle site 
for the self-regulation of behaviour according to paradigmatic behaviourism. It can be 
argued that this regulation process also applies to those behaviours that are called 
mood states. That is, FSARD/self-regulation directly affects mood states and that this 
is their primary role in psychological adjustment.
To summarise, according to paradigmatic behaviourism self-regulation should 
be considered a type of non-dispositional personality variable in that it consists of 
basic behavioural repertoires and represents a system of skills that an individual has 
learned since birth. This personality repertoire plays an important role in behaviour 
and emotional adjustment, in particular, mood states and psychological health.
3.5.7 Problems with the paradigmatic behaviourism
The supporters of paradigmatic behaviourism have consistently argued its 
worth because of its integrative and heuristic value. However, there are major 
questions with regard to its empirical status. One of its key shortcomings is a lack of 
unique empirical support. Essentially the supporting literature has relied heavily on 
the reinterpretation of empirical results from studies based on other theoretical
65
positions. There has been little original research into the unique hypotheses generated 
from paradigmatic behaviourism and what little original research that exists is 
sometimes of doubtful value (Wilkinson, 1993). It can be argued that there has been 
an overemphasis on explanation and description and an underemphasis on prediction 
and verification. To be fair, it should be noted that most of the theoretical challenges 
set down by Staats in the 1960's and early 1970's have not been taken up by the 
contemporary research community. However, the continued focus by paradigmatic 
behaviourism's supporters on theoretical integration in lieu of direct empirical 
evaluation is problematic. Theoretical integration may be a noble goal for a scientific 
psychology but it should not be at the expense of either empirical evaluation or 
falsifiability.
Criticisms of a more specific nature can be levelled at different theoretical 
conceptions within paradigmatic behaviourism, particularly as they are applied to the 
definitions of psychological outcomes. As an example, Staats and Eifert (1990, p. 
554) argue that, "....the emotional state is a complex of stimulus events that elicit 
emotional responses that together exhibit an enduring, pervasive, profound 
character.". But, mood states need not be of such a 'profound and lasting nature1 at 
all. They can be quite transient and may also be relatively trivial in some 
circumstances. It may be said that there is an incomplete account of mood states 
within this theory of emotion. In particular, the paradigmatic behaviourism approach 
does not deal adequately with the contemporary view of the fundamental distinction 
between dimensions of positive and negative mood.
With regard to the paradigmatic behaviourism's model of personality one can 
see that it is a child of its time and lacks reference to the current literature and 
research. Its main deficiency lies in the fact that the considerable research and 
theoretical gains of the past twenty years or so have not been integrated into its 
propositions and form. The original theory, for example, is based on a tabula rasa 
assumption and does not consider dispositional individual differences that may be 
fundamental to it, such as individual differences in conditioning and learning 
potential.
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3.5.8 Conclusions
Staats has offered a multi-levei, general theory of personality and emotion. 
This theory is useful because it posits dynamic processes by which noil-dispositional 
aspects of personality are formed and can change. It is also useful because it examines 
the interface between emotion, cognition and behaviour and explicates the process of 
self-regulation. Paradigmatic behaviourism's personality and emotion models, 
however, suffer from not incorporating more recent findings with regard to 
fundamental personality and mood dimensions.
In considering how psychological emotional outcomes, such as mood states, 
arise and are moderated we must look beyond temperamental factors. As has already 
been argued, to say that some people feel more positive affect than others because 
they have a tendency to experience more positive affect than others, and leave it at 
that, is clearly unsatisfactory. Obviously more sophisticated explanations that 
consider temperamental, self-initiated, and environmental influences are more 
appropriate to the consideration of complex psychological phenomena such as those 
involved in childbearing. Paradigmatic behaviourism's general framework theory and 
its personality and emotion models are instructive in this context. A-R-D learning 
theory leads to an explanation of how people develop and learn repertoires of covert 
and overt behaviour that can moderate psychological outcomes. Such repertoires can 
be considered trait like rather than temperamental in that they are primarily learned 
rather than primarily biologically based. The major mechanism by which this 
regulation of outcomes takes place is through the verbal-emotional repertoire and in 
the non-verbal stimuli that the individual seeks out or avoids. These repertoires 
enable the self-administration of A-R-D stimuli and thus the self-regulation of 
emotional experience. Individuals who have either a deficient or an inappropriate set 
of repertoires to regulate affective responses are at a greater risk of developing 
disturbed mood states. For example, individuals who have acquired a set of beliefs, 
through their previous learning history, that they cannot cope or that they are helpless 
when faced with a stressful situation, such as childbearing, will be more likely to have 
poorer psychological outcomes. As well as deficits in their efficacy related beliefs,
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they may have also failed to acquire a set of strategies to deal with aversive 
situations, so that the stresses of pregnancy, childbirth, and early parenthood result in 
decrements in psychological well-being and increments in distress.
However, it must be stressed that this mood-regulation repertoire does not 
exist in isolation. As well as being an independent variable, it is also a dependent 
variable because its own development is influenced by individual differences in the 
more fundamental emotional temperament dispositions. It will be useful, then, to 
consider how paradigmatic behaviourism's personality and emotion models may be 
updated by incorporating more contemporary empirical research and personality 
conceptualisations and their links to psychological outcomes.
3.6 Beyond Gray - Hierarchical Learning Theory
Given that there now seems to be a consensus that there are such things as 
temperaments or dispositions and that two factors in such givens would appear to be 
reward sensitivity and punishment sensitivity, one can begin to update Staat's model 
of personality. The starting point is the comparison between Gray's learning theory 
interpretation of his two signal-sensitivity model and the A-R-D system presented by 
Staats. Where Staats has failed to articulate a fundamental psychobiological level of 
analysis Gray has succeeded. Where Gray has substantially failed to extrapolate his 
animal learning theory based interpretation of the model to a human level of analysis 
Staats has succeeded. The benefit of incorporating concepts from Gray's theory into 
the paradigmatic behaviourism framework is that it allows us to consider 
temperamental individual differences in behaviour and how such differences can be 
realised and consolidated over time through the basic behavioural repertoires. 
Dispositional modifications of paradigmatic behaviourism's personality model are 
presented in Figure 3.5. By applying Tellegen's (1985) synthesis of Gray's work with 
the contemporary affect conceptions it also provides a link to the literature on mood 
traits and states, an area that is relatively weak in paradigmatic behaviourism.
As can be seen from Figure 3.5 there are three main sites of impact for the 
influence of dispositional variables such as reward sensitivity and punishment
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sensitivity. Firstly, the everyday events, situations, and circumstances that comprise 
our history of learning experiences (S,). Secondly, the formation and development of 
a non-dispositional self-regulatory personality repertoire (BBR) that functions to 
regulate the impact of these temperamental emotion related factors on psychological 
health and mood. Thirdly, the manifestation of emotion based behaviour including 
psychological outcomes such as psychological health and mood (B).
Commensurate with the paradigmatic behaviourism principle of 
cumulative-hierarchical learning, temperamental sensitivities to rewards and 
punishments must strongly influence the way we experience, react, and learn from 
our everyday interactions with the world around us. From birth these inherited 
proclivities shape our commerce with the world and influence not only what we learn 
directly from situations but also influence the situations of acquisition in which we 
will choose to put ourselves in the future. Through this process the influence of 
emotional temperaments is felt through the increasing complexity of behaviour that 
develops as we mature and into our extant experience and behaviour.
T e m p e r a m e n t  l- Punishment sensitivity 
--- ---------  2. Reward sensitivity
>  BBR
Personality
a. Language-Cognitive
b. Emotional-Motivational
c. Sensory-Motor
The situations involved 
in acquisition
1. Experience
2. Learning
3. Behaviour
The situation in which 
behaviour is displayed
Figure 3,5 Dispositional modifications to paradigmatic behaviourism's personality 
and abnormal personality level theory
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The extension of Staats' basic personality/abnormal personality model to 
include temperament variables also impacts on our understanding of non-dispositional 
aspects of personality represented in paradigmatic behaviourism by the basic 
behaviour repertoires. For example, individual differences in the predisposition to 
experience negative and positive affect (punishment sensitivity and reward sensitivity 
respectively) will affect the development of a repertoire of skills involved in the 
regulation of emotional experience. Individuals who are sensitive to punishing or 
aversive events are likely, through their previous experiences, to have generated 
negative repertoires of behaviour, such as negative self-talk, self-statements, and 
imagery that result in low levels of mood regulation ability. On the other hand, 
individuals who are sensitive to signals of reward are likely to have generated positive 
repertoires of self-statements and images that augment self-regulation ability. Of 
course, the development of efficient and adaptive self-regulation strategies does not 
necessarily follow from particular dispositional tendencies. Earlier events in the 
individuals development, such as their upbringing and schooling, may inhibit the 
development of appropriate self-regulation strategies and may, in fact, lead to the 
development of non-adaptive, self-defeating personality repertoires at the overt 
behavioural level or in terms of covert emotional-cognitive self-statements and 
images.
There are also other non-dispositional aspects of personality that are likely to 
influence the development of self-regulation strategies. For example, in terms of 
Staats' notions of cumulative-hierarchical processes, it would seem reasonable to 
argue that the development of regulatory strategies may, to some extent, be 
dependent on the individuals prior and contemporaneous learned beliefs about their 
ability to have an influence on their environment and on their own behavioural and 
emotional outcomes. Such attitudes or beliefs are the 'control expectancies' 
previously discussed with regard to the psychological health literature.
As well as the indirect influence of temperament on behaviour and 
psychological outcomes that are mediated by learning histories and non-dispositional 
personality repertoires, there is also a direct effect. As we have seen from the
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psychological health and mood literature there is considerable evidence to support the 
argument that fundamental personality dispositions directly impact on psychological 
outcomes such as well-being, distress, positive mood, and negative mood. Thus, our 
emotional temperaments cast their influence through our previous learning histories, 
the repertoire of skills and strategies we use to control/regulate/self-reinforce, and 
our current behaviour and emotional state.
3.7 Towards a Model of Psychological Health
The extensions with regard to Staats' personality and abnormal personality 
model that have been articulated here provide a conceptual framework within which 
to reinterpret the literature with regard to psychological health and mood. The next 
step is to apply this broad, explanatory framework to what has been distilled from the 
psychological health and mood literature and to develop a general model of 
psychological emotional outcomes. This model can then be applied to the specific 
situation of childbearing as a predictive and explanatory tool.
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CHAPTER FOUR 
THE MODEL
The psychological study of childbearing has generally argued that this period 
represents some of the greatest changes to take place in an individual's adult life. 
Therefore, it has generally been considered as a period of 'stress', in which 
individuals may be at risk of experiencing decrements in psychological health. 
However, both the parenthood and the psychiatric approaches to research in this area 
have typically applied simplistic models using poorly defined and poorly 
operationalised constructs to account for the negative impact of the experience of 
childbearing to the exclusion of examining the possible positive impacts. Further, the 
impact of childbearing on men is usually not considered, particularly when the focus 
of the study has been on individual outcomes rather than 'couple' outcomes.
The central aim of this thesis is to address these deficiences by; (1) applying a 
general model of psychological health which is based on a more comprehensive 
theoretical analysis, (2) considering the empirical findings from the contemporary 
personality, mood, and psychological health literature, (3) examining in a prospective 
manner the effects of the childbearing process on the psychological health of both 
women and their male partners.
4.1 A General Model of Emotional Psychological Outcome
The literature from the four areas of mood/affect, psychological well-being 
and distress, personality, and paradigmatic behaviourism have been examined here 
(Chapters Two and Three) in order to develop a general model of psychological 
health and adjustment which could be applied to the childbearing context. From the 
literature reviewed, there are five main elements that should be included in the 
construction of this general model of psychological health. These elements are -
1. The distinction between negative outcomes, such as negative affect and 
psychological distress, on the one hand and positive outcomes, such as 
positive affect and psychological well-being, on the other.
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2. The two main and independent emotional temperaments of punishment 
sensitivity and reward sensitivity.
3. Contemporaneous external pleasant/positive and unpleasant/negative 
events.
4. General control expectancies.
5. Mood-regulation repertoires (self-control strategies).
A set of proposed relationships between these elements is presented graphically in 
Figure 4.1. This model combines elements from a range of sources, namely 
paradigmatic behaviourism's personality level and abnormal personality level models
Pleasant/ 
Positive Events
Reward
Sensitivity
Positive a Heel/ 
’sych. well-beins
M ood
Regulation
External
Control
Expectancy
Negative affect? 
Psych, distress
Unpleasant/ 
fegative Events
Note - Single headed arrows denote the direction o f  effect, double headed arrows denote unspecified covariance. 
Fiuure 4,1 The proposed general psychological health model
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(control expectancies and mood regulation), the top-down model of psychological 
health (reward and punishment sensitivity), the bottom-up model of psychological 
health (pleasant and unpleasant events), and the empirical descriptions of the 
distinction between positive affect/psychological well-being and negative 
affect/psychological distress.
4.1.1 Propositions from the general psychological health model
This general psychological health model (Figure 4.1) represents a set of 
proposed direct and indirect influences on emotional outcomes. Further, it also 
implies the nature of the relationships amongst these influences and generates a 
number of specific hypotheses that can be empirically evaluated to assess the viability 
of the model. These hypthoses are outlined below.
An important premise for the general psychological health model is that there 
are fundamental personality traits (temperaments) that influence the experience of 
emotion. These temperaments directly influence perceptions of events, relationships, 
and the extent to which individuals feel happy or anxious throughout their lives. The 
two most important of these temperaments with regard to our emotional experience 
are -
1. Punishment sensitivity - which can be viewed as a combihation of 
neuroticism, negative affectivity, and individual differences in the 
strength of negatively signed Basic Behavioral Repertoires.
2. Reward sensitivity - which can be viewed as a combination of 
extraversion, positive affectivity, and individual differences in the 
strength of positively signed Basic Behavioural Repertoires.
3. These two temperaments are largely independent and represent 
orthogonal dimensions of personality.
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In terms of the psychological outcome for the individual, these personality 
dispositions impact on emotional outcomes directly in a 'top-down' fashion. It is 
hypothesised that -
4. Punishment sensitivity directly and positively influences state negative 
affect and psychological distress.
5. Reward sensitivity directly and positively influences state positive affect 
and psychological well-being.
The two temperament factors of reward sensitivity and punishment sensitivity are not 
the only personality influences on emotional experience. Through a process of 
cumulative-hierarchical learning individuals develop a repertoire of skills and 
strategies to regulate and moderate their emotions and behaviour.
6. This mood self-regulation repertoire directly and negatively influences 
state negative mood and psychological distress.
7. This mood self-regulation repertoire directly and positively influences 
state positive mood and psychological well-being.
The self-regulation of mood is also, in part, a function of the reward sensitivity and 
punishment sensitivity temperaments and the individual's belief that such regulation 
efforts will be efficacious. Thus,
8. Punishment sensitivity directly and negatively influences mood 
regulation ability.
9. Reward sensitivity directly and positively influences mood regulation 
ability.
10. The individual's previously acquired general beliefs in their ability to 
influence personal outcomes will influence the repertoire of'self-control' 
skills they develop to enhance psychological outcomes. Thus, an external
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control expectancy directly and negatively influences mood regulation 
ability.
Non-personality variables also impact on psychological health in a 'bottom-up' 
fashion. Pleasant or positive and unpleasant or negative day to day events and 
activities that occur to the individual or that the individual has recently or is currently 
engaged in impact on that individual's state mood and psychological health. More 
specifically -
11. The frequency of recently occurring pleasant events directly and 
positively influences state positive affect and psychological well-being.
12. The frequency of recently occurring unpleasent events directly and 
positively influences state negative affect and psychological distress.
The directional arrows in Figure 4.1 represent most of these hypotheses. The 
curved, double arrowed lines represent unspecified relationships between variables. 
That is, relationships may exist between these variables but the nature of such 
relationships are not predicted in the model. For example, a certain level of 
covariance would be expected between the outcome variables of well-being/positive 
affect and distress/negative affect. As has been previously argued, one would expect 
that the measurement instruments used to evaluate affect and psychological health 
will influence the level of this covariation. Given the evidence concerning the 
relationship between state positive and negative affect from the WCT school (e.g. 
Watson, Clarke, & Tellegen, 1988) and between psychological well-being and 
distress from Heady and Wearing (1992), one would expect less covariation between 
the state mood measures than between the psychological health measures. It is also 
likely that dispositional factors play some role in influencing either the experience of 
positive and negative events or the levels at which they are reported. Such emotional 
dispositions may also play some role in the development or reporting of a 
cognitive-language repertoire of control expectancies. Note that because the two 
temperament constructs are argued to be orthogonal, covariation between them is 
restricted to zero in the model.
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4.2 Childbearing: Application of the General Psychological Health Model
While the above hypotheses are expected to hold for any application of the 
general psychological health model, there are also expected to be unique influences 
on psychological health depending on the context in which it is applied. The context 
of this study is childbearing and thus there are a number of other specific childbirth 
related factors that need to be considered. In Chapter One of this thesis the literature 
with regard to the relationship of factors such as the quality of the marital 
relationship, social support, expected difficulties in coping with pregnancy and 
parenthood, to psychological health in childbearing was reviewed. It was concluded 
that the evidence with regard to the importance of these factors is often equivocal. 
Thus, here such factors will be considered but the exact nature of their effect on 
either positive or negative psychological outcomes will not be specified.
4.2.1 Differential effects of childbearing on psychological health
As well as the relationships between factors indicated by the general 
psychological health model and the specific context of childbearing, differential 
effects on psychological health can be predicted from the literature with regard to sex 
and parity. It is expected that, overall, women will find the experience of 
childbearing, childbirth, and the early postpartum more disturbing than males. 
However this disturbance is not simple but complex. More specifically,
13. It is predicted that women will report a greater increase in psychological 
distress and negative state affect than men throughout the childbearing 
process.
14. It is predicted that women will report a greater decrease in psychological 
well-being and state positive affect than men through the childbearing 
process.
15. It is predicted that the immediate postpartum will be the point of 
maximum mood disturbance, defined as low positive affect and high
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negative affect, for both women and men but the effect on women will 
be greater.
The literatuie also suggests, either implicitly or explicitly, that the effect of 
pregnancy, childbirth, and early parenthood is experienced as more stressful by 
inexperienced (primiparous) parents than experienced (multiparous) parents. Thus,
16. It is predicted that childbearing will have a greater negative impact on 
the psychological outcomes of first-time (primiparous) parents than on 
the psychological outcomes of experienced (multiparous) parents.
4.3 The Present Study
In order to evaluate the utility of the psychological health model, its 
associated hypotheses, and the childbearing specific hypotheses, a longitudinal study 
of childbearing couples will be presented here. Relevant data will be collected in the 
second trimester, third trimester, ten days after the birth of the baby, and at the end of 
the third postpartum month. Three types of analytical strategy will be employed. 
Firstly, an analysis of the longitudinal and differential effects of childbearing will be 
presented (Chapter Six). Analysis of variance techniques will be used to evaluate the 
status of the relevant childbearing specific hypotheses (Hypothesis 13 to 16). 
Secondly, in order to establish the viability of the reward and punishment sensitivity 
constructs (Hypothesis 1 to 3), a confirmatory factor analysis will be reported 
(Chapter Eight). Structural equation modelling techniques will be employed to verify 
a proposed measurement structure for these two temperament constructs. Finally, the 
evaluation of the general psychological health model and its associated hypotheses 
(Hypothesis 4 to 12) will be presented (Chapter Nine) using path analysis and 
employing structural equation modelling procedures. The hypothesised model will be 
compared to observed models generated from relevant data at the various stages of 
the childbearing process.
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CHAPTER FIVE 
METHOD
5.1 Design
This was a prospective study of primiparous and multiparous childbearing 
couples with four data collection points.
Stage 1 - Second trimester of pregnancy: Initial recruitment and Stage 1 
questionnaires.
Stage 2 - Third trimester of pregnancy: Stage 2 questionnaires.
Day 10 - Ten days postbirth: Brief Day 10 questionnaires.
Stage 3 - Three months postpartum: Final questionnaire set.
5.2 Procedure
Couples who were booked in to deliver their babies at Calvary Hospital, a 
major combined public and private hospital in the Australian Capital Territory (ACT), 
and who were less than 25 weeks pregnant, were contacted and asked to participate 
in this research. If a couple were interested in participating then an initial interview 
was arranged to take place in their home. In this interview the purpose and schedule 
of the research was explained and the subjects perused the first questionnaire booklet 
to decide whether they would consent to answering these types of questions. After a 
full briefing on the procedures the subjects were than asked to indicate whether or 
not they wished to proceed with participation. The interview only proceeded if both 
partners agreed to take part and complete the consent forms (Appendix A). If one or 
both partners declined then the interview was terminated1. Only on one occasion was 
an interview terminated because of one partner (male spouse) declining to participate.
1 Note that withdrawal from the study at a later date by one partner was not considered as grounds 
for automatically excluding the other partner from continued participation.
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Once subjects had completed the consent forms they were given a structured 
interview in which demographical and biographical information was collected 
(Appendix A.). After this interview subjects were given the Expectations 
Questionnare (Appendix A) to complete individually. After completing this 
questionnaire subjects were then given the Stage l Questionnaire booklet (Second 
Trimester Questionnaires) and asked to complete it within the next ten days. Separate 
envelopes were provided for each subject to mail these questionnaires back to the 
researcher. It was stressed that subjects should complete the questionnaires by 
themselves and that they should not show their completed questionnaires to their 
partner. At the end of the initial interview subjects were asked if they knew of any 
other expectant couples who might be interested in taking part in this study. In this 
way suitable couples who were not planning on delivering at Calvary Hospital were 
recruited. The same selection criteria and procedure applied to these couples.
The second wave of data was collected from the subjects during the third 
trimester of their pregnancy (Third Trimester Questionnaires). Subjects were 
contacted by phone in approximately the 33rd. week of pregnancy and advised that 
another set of questionnaires was being forwarded to them by mail. Again, separate 
envelopes were provided for the subjects to return the completed questionnaires. 
Subjects were requested to complete and return these questionnaires within ten days 
of receiving them.
An arrangement was made with the male partner to notify the researcher after 
a couple involved in the research had given birth. At this time the Day 10 
Questionnaires were sent to the couple to be completed. It was stressed that this 
questionnaire should be completed on the tenth postnatal day. However, there was a 
substantial number of missing cases (27) generated from this procedure because the 
the researcher was not notified of the birth in time for a questionnaire to be sent out 
prior to the day ten cut off.
Subjects were finally contacted by telephone three months postnatally to 
notify them that the final questionnaire set would be sent to them. As with all the 
other questionnaires separate envelopes were provided for the subjects to return the
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questionnaires. Again subjects were requested to return this questionnaire set within 
ten days of receiving it.
5.3 Sample
5.3.1 Retention of subjects
Initially, 116 childbearing couples (N=232) were recruited into this study 
during their second trimester of pregnancy. One subject, a male, failed to return the 
Stage 1 questionnaire and two subjects (see Section 5.4) were excluded from the 
study before the analysis of the second trimester data. This reduced the total number 
of subjects in the first stage to 229. By the third trimester one couple had experienced 
a miscarriage, one couple had explicitly declined to continue participating, and 
another couple failed to return their questionnaires. A further four males failed to 
return their questionnaires. This reduced the number of subjects to 219 (111 females 
& 108 males), a retention rate of 96% of the original sample. By the third 
post-partum month 210 subjects (107 females & 103 males), 92% of those who 
completed Stage 1, remained in the study. One couple were excluded because their 
baby died in the first post-partum month, another couple were dropped from the 
sample because of a serious and prolonged illness in the female partner, one couple 
had moved overseas, and another couple failed to return their questionnaires. A 
further male also failed to return his questionnaires.
5.3.2 Description of the sample
Most of the couples (91) were recruited from a population expecting to 
deliver their babies at Calvary hospital. Some couples (23) were recruited from a 
population expecting to deliver their babies at Woden Valley Hospital, the major 
public hospital in the ACT. Two couples planned a home birth. At the time of the 
initial interview the mean number of weeks pregnant was 16.5 (S.D. = 3.0) with a 
range from 10 to 23 weeks.
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Female ages ranged from 23 to 41 years (M  = 30.42; S.D. = 3.93) while male 
ages ranged from 24 to 5 1 years (A/1 = 32.78; S.D. = 4.50). Males in the sample were 
significantly older (7(230) = 4.26,/; < .001) than females. The majority of subjects 
were of Anglo/Australasian birth (94.8%), 3.5% were born in Europe and 1.7% were 
born in Asia. For those who were not born in Australia, the mean length of residence 
in Australia wasl8.9 yr (S.D. = 10.99) with a range from 4 yr to 33 yr. Nearly all of 
the couples were married (94.8%)[82.8%j2 with the mean length of the relationship 
being 6.2 years (S.D. = 3.29), with a range from 6 months to 16 years. Of the 
females 9.5% had been previously married while 13.8% of the males had been 
previously married.
Fifty-two females (44.8%)[41.9%] were expecting their first child, 33 
(28.4%)[33.2%] were expecting their second, 23 (19.8%)[ 16.6%] were expecting 
their third, and 8 (6.9)[5.7%] were expecting their fourth. Fifty-seven males (49.1%) 
were expecting their first child, 34 (29.3%) were expecting their second, 17 (14.7%) 
were expecting their third, and 8 (6.9%) were expecting their fourth child.
There was no significant difference in the level of education between males 
and females in this sample (see Table 5.1). Flowever, the average level of education 
was higher than that for the normal Canberra population (Australian Bureau of 
Statistics, 1993), and the majority of subjects had attended a tertiary education 
institution.
At the time of recruitment all of the males and 73% of the females were in 
some type of paid employment. Of those females not employed, none were looking 
for paid employment (see Table 5.2). Occupational status was coded using the 
Australian Occupational Scale (Broom, Jones, & Zubrzycki, 1976). Table 5.3 shows 
the occupational status distribution for this sample and that reported for the Canberra 
region in the 1986 census.
2 Figures in square brackets are from the 1990 ACT Maternal and Perinatal Data Collection.
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Table 5.1
Level of Education of Participants
Level of Education Females(%) Males(%)
Completed Intermediate or Junior Certificate 15.50 26.70
Completed Matriculation or Senior Certificate 25.90 12.90
Attended Tertiary College or University 19.00 16.40
Completed Tertiary degree (2 yr +) 36.20 31.90
Completed Postgraduate degree 3.40 12.10
Table 5.2
Employment Status Bv Sex
Employment Level Females (%) Males (%)
Full-time 57.80 96.50
Part-time/Casual 15.50 3.50
No paid employment 26.70 0.00
Table 5.3
Occupation Categories
Census Category Census(%) Females(%) Males(%)
Professional/semi-professional 27.00 31.00 19.00
Managers/administrators 12.00 6.00 13.80
Clerical 27.00 43.10 10.30
Tradespersons 11.00 3.50 17.20
Sales/plant & machinery workers 15.00 14.70 30.20
Labourers 8.00 1.70 9.50
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Table 5.4
Estimated Combined (Couple) Annual Income
Combined Income Per Year ($) Percentage of Couples
20 000 to 30 000 2.60
30 000 to 40 000 12.10
40 000 to 50 000 17.20
50 000 to 60 000 20.70
60 000 to 70 000 11.20
70 000 + 34.50
Table 5.4 shows the distribution of the estimated combined annual income of 
the couples in this sample. The median combined annual income ($50 000 - $60 000) 
of this sample was higher than that reported in the 1991 ACT census ($40 000 - 
$50 000). There was a modal category of $70 OOOpa plus for this sample.
5.4 M easures
A large number of variables in this study consisted of multiple item scales 
developed from previous research. Where possible, comparable, published 
psychometric data and norms for the various scales will be reported along with results 
from this sample. For some of the variables the original scales were modified for this 
particular study and their psychometric properties are therefore not directly 
comparable to the original scale (eg. Locus of Control of Behaviour).
The distributions of each scale based on the total sample (males plus females) 
were examined with the SPSS EXAMINE procedure. Two cases were identified as 
extreme cases on at least five major variables. This suggested that this couple could 
not be considered as coming from the same population as the rest of the sample and 
these cases were therefore dropped from further analysis. Using a procedure 
suggested by Tabachnick and Fidell (1989), in distributions where skewness was 
noted and gaps at the extremes were identified, values of outlying cases were reduced
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while maintaining rank order. This usually resulted in more acceptable skewness 
values (< ± 1.0) for those particular scales. The data set was also examined for 
multivariate outliers using a discriminant function procedure proposed by Tabachnick 
& Fidell (1989). Using a criterion for outliers of Mahalanobis distance at p < .001 no 
outliers were found using a number of different sets of independent variables. 
Generally, variables were examined for sex differences with significant differences 
being reported. Also note that on tests of significance for various variables the 
degrees of freedom may fluctuate due to missing values.
To aid in the description of the large number of variables measured in this 
study they are presented in terms of three categories: model non-critical variables, 
model critical independent and mediating variables, and outcome variables. Model 
non-critical variables are those independent variables that can be specifically related 
to the childbearing and parenting experience but are not critical to the evaluation of 
the general psychological health model. Model critical variables are those independent 
and intermediate variables that are key elements of the general psychological health 
model and not particular to the childbearing and parenting experience. The outcome 
variables are the dependent measures of state affect and psychological health.
5.5 M odel N on-Critical Exogenous Variables 
5.5.1 Expectations
The Expectations Questionnaire consists of five items and was employed to 
evaluate the subjects' expectations about various aspects of having their baby 
(Appendix A). The items on this scale were originally developed by Terry (1988).
Planned pregnancy (Item 1)
One item asked the respondents to indicate the extent to which their baby had 
been planned. Using a three point scale (1 = accidental, 2 = somewhat planned, 3 = 
completely planned) the mean response was 2.23 with a S.D. of 0.72.
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Importance (Item 2)
Subjects were asked to rate how important they thought the arrival of their 
child was. Using a five point scale going from 1 (not an important event at all) to 5 
(the most important event in my life) there was a mean of 4.00 with a S.D. of 0.39. 
Note that no subject endorsed a value lower than three on this item.
Difficulty (Item 3)
Subjects were asked to rate on a four point scale (1 = easy to 4 = very 
difficult) how difficult they thought it would be to deal with their new baby. Females 
(M = 2.20; S.D. = 0.70) rated the anticipated difficulty of dealing with the new baby 
significantly higher than males (M=  2.00; S.D. = 0.60), /(227) = 2.41, p  < .05).
Life-style change (Item 4)
Subjects were asked to rate how much they thought having this baby would 
change their present lifestyle using a scale from 1 (not at all) through to 4 (a great 
deal). The mean rating was 2.75 with a S.D. of 0.77.
Problem handling (Item 5)
The fifth item on this questionnaire was designed to evaluate the subjects' 
self-efftcacy expectations with regard to dealing with the new baby. This item was 
modified (changed 'we' to T) from the original item used by Terry (1988) where she 
considered this item to measure the appraised controllability of the event. This 
question asked subjects to evaluate the extent to which they feel they could have any 
influence over problems with handling the new baby using a scale from 1 (not at all) 
through to 4 (a great deal). The mean efficacy rating was 3.19 with a S.D. of 0.68. In 
the interview sessions, where subjects completed the Expectations Questionnaire, 
over 20% of subjects reported difficulty in understanding what this last item was 
asking, therefore it was not included in any further analysis.
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5.5.2 Personal Relationships Questionnaire
The Personal Relationship Questionnaire consisted of an extended and 
modified version of the Intimate Relations Questionnaire (IRQ), an instrument 
originally developed by Braiker & Kelly (1979), and a new scale developed by 
Heubeck (personal communication, March 1991) designed to measure the couple's 
relationship with respect to the parenting role. The intimate relations questionnaire 
was originally designed to evaluate four areas of the marital relationship: love, 
conflict, ambivalence, and maintenance, and thus has four corresponding scales. This 
instrument was modified for use in this study by employing a seven point likert scale 
response format and adding a number of new items to the original scales (Appendix 
A). Unfortunately the literature on the development of the original IRQ (Braiker & 
Kelly, 1979) does not report meaningful psychometric data for this measure. Belsky 
and Rovine (1990) report for the IRQ (using a nine point rating format) that, "The 
internal consistencies of these scales across the four times of measurement ranged 
from .61 to .92 for husbands and wives." (p. 7).
Love
The Love scale consists often items designed to evaluate the degree of love 
experienced in the relationship (e g. To what extent do you love your partner at this 
stage?). Scale scores were computed as the sum of the items. MacDermid et al. 
(1990) report Love scale reliability coefficients for females and males of .86 and .85 
respectively. In this sample the Love scale showed good internal consistency 
(Cronbach's a  = .90). Female scores were significantly higher (M= 66.17; S.D. = 
7.70) on this variable than male scores ( M  = 61.96; S.D. = 10.10) (/(226) = 3.54, 
/;<001).
Conflict
Two items (items 9 &15) were added to the Conflict scale to bring it to a 
total of seven items. Scale scores were computed as the sum of the items and the 
Conflict scale demonstrated reasonable internal consistency (a  = .80). The difference
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between the mean female scores (M = 21.59; S.D . = 7.05) and male scores (M = 
20.98; S.D. = 6.82) was not significant.
Ambivalence
The Ambivalence scale consisted of four items. Scale scores were computed 
as the sum of the items and the internal consistency of this scale was low (a  = .66). 
There was no significant difference on this variable between the female (,M -  10.16; 
S .D .-4.48) and male ( M=  10.41; AT.Z9. = 5.11) responses.
Maintenance
The Maintenance scale consists of five items. Scale scores were computed as 
the sum of the items and, in this study, this scale appears to have a low internal 
consistency (Cronbach's a  = .49). Females (M= 24.17; S.D. = 3.40) reported a 
higher level of Maintenance than males (M = 22.76; S.D. = 5.22). This difference was 
statistically significant (/(226) = 2.43, p < .05).
Parenting
This scale consisted of seven items designed to evaluate the expected and 
actual effects of the baby/children on the marital relationship using the same seven 
point Likert scale response format. Unlike the other PRQ scales which were only 
assessed in the second trimester, this measure was taken both in the second trimester 
and at three months postpartum. However, it demonstrated very poor internal 
consistency for both administrations (Cronbach's a  = .21 and a  = .18 respectively). 
There was no significant sex difference at either measurement point. Because of its 
poor internal consistency this scale was not included in any further analysis. Table 5.5 
presents the scale intercorrelations and reliability coeffecients for the Personal 
Relationships Questionnaire.
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Table 5.5
Personal Relationships Questionnaire Interscale Correlations and Reliabilities
Scale 1 2 3 4 5 6
1. Ambivalence .66
2. Love -.59** .90
3. Maintenance 19 * * .52** .49
4. Conflict .59** -.41** .03 .80
5. Parenting 1 -.53** .56** 38** -.33** .21
6. Parenting 2 -.24** 46** .16* -.14* .46** .18
Note. * p < .05, **p <.01. Cronbach's a  is reported on the diagonal
5.5.3 Social support
Perceived social support was assessed in the third trimester of pregnancy with 
a live item version of the Social Provisions Scale (SPS) (Russell & Cutrona, 1984; 
Cutrona & Troutman, 1986) (Appendix A). The SPS is designed to evaluate the 
components of social support identified by Weiss (cited in Cutrona & Troutman, 
1986). Subjects are asked to rate on a seven point scale the extent to which their 
social relationships supply each of the provisions represented by the items. In an 
attempt to separate the role of the spouse in providing such support, the instructions 
for this questionnaire were modified so that subjects were asked to make these 
ratings with regard to people apart from their spouse.
In their prospective study of postnatal depression with 55 women Cutrona 
and Troutman (1986) report that low social support as measured by the short version 
of the SPS was implicated in postnatal depression measured at three months 
postpartum. They report a Cronbach's a  coefficient of 653. However, in this study 
the internal consistency was lower (a  = .55) for the five item version of the SPS.
3 Troutman and Cutrona (1986) state that they used a six item version of this scale in their article 
but only list five items.
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Examination of the corrected item-total correlations indicated that item five 
correlated very poorly with the rest of the scale (.026). Removal of this item from the 
scale increased Cronbach's a  to .67. Therefore, all further analysis was based on the 
mean scores of the four item version of the SPS. Females {M= 5.58; S.D. = 1.03) 
reported significantly more social support (/(217) = 2.68, p < .01) than males (M = 
5.17; S.D. = 1.25).
5.5.4 Anticipated difficulty
Terry (1988) found that the anticipated difficulty in managing the event of the 
addition of a new baby to the family, measured in the third trimester, was a significant 
predictor of postnatal anxiety for primiparous parents. For the purposes of this study 
the nine item scale developed by Terry (1988) was utilised with the addition of a 
further item ("Changes to your leisure activities") to bring it to a total of ten items 
(Appendix A). In the third trimester of pregnancy subjects were asked to consider 
each item in terms of the lifestyle change they would have to make after the birth of 
the baby and asked to rate how difficult such changes would be for them (0 = not 
difficult, l = fairly difficult, 2 = very difficult). This scale was found to have 
reasonable reliability (Cronbach's a=75). Scoring the scale as the mean of the items, 
females (M= 0.78; S.D = .34) reported a significantly higher level of anticipated 
difficulty than males (M= 0.61; S.D.= 0.33). This difference was statistically 
significant (/(217) = 3.79, p < .001). Primiparous individuals (M = 0.78; S.D .= 0.33) 
reported slightly higher levels of anticipated difficulty than multiparous couples (M = 
0.62; S.D = 0.34) (/(217) = 3.53, p  < .01).
5.5.5 Pregnancy and activities
Physical comfort - In the third trimester and in the three month follow-up female 
participants were asked to rate on a scale from 1 (quite comfortable) to 5 (quite 
uncomfortable) how physically comfortable they felt. They rated their physical 
comfort as higher in the third postpartum month follow-up (M=  3.83, S.D. = 1.09) 
than in the third trimester (M= 2.63, S.D. = 1.12). This difference was statistically 
significant (/(106) = 8.59,p  < .001). Multiparous women (M = 2.37; S.D = 0.94)
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reported slightly lower levels of physical comfort in the third trimester of pregnancy 
than primiparous women (M = 2.9; S.D .= 1.25) (/(109) = 2.57, p < .05).
Birth Difficulty - Subjects were asked to rate the anticipated difficulty of the birth in 
the third trimester and the actual difficulty of birth in the third postpartum month 
using a four point scale ranging from 'easy' to 'very difficult'. Surprisingly, there was 
no significant sex difference in the means of this rating at either measurement point 
and no significant difference between the 'expected' difficulty (third trimester)and 
'actual' difficulty (post-birth) ratings for either males or females. Means ranged from 
2.05 to 2.27. Standard deviations ranged from 0.74 to 1.00. Primiparous couples 
reported slightly more anticipated birth difficulty (M= 2.35; S.D .= 0.72) than 
multiparous couples (M =2.11; S.D .= 0.72) (/(215) = 2.33, p < .001) in the third 
trimester of pregnancy.
Difficulty coping with the birth - As well as how difficult they thought the birth 
would be or was subjects were also asked to rate how difficult they thought it would 
be or was for them to cope with the birth using a similar four point scale. In the third 
trimester females (M= 2.12; S.D .= .62) thought it would be more difficult to cope 
with the birth than did the males (M = 1.85; S.D. = .59). This difference was 
statistically significant (/(215) = 3.25,p  < .001). However, in the third postpartum 
month females (M = 1.86; S.D. = .72) thought they had coped as well with the birth 
as males did (M = 1.75; S.D. = .72). The female ratings of how difficult it would 
be/was to cope with the birth decreased significantly in the post-test (/(104) = 3.69, 
P < -01).
Difficulty in coping with Parenthood - Subjects were asked to rate how difficult they 
were finding parenthood in the third postpartum month using a four point scale 
ranging from 'easy' to 'very difficult'. There was no significant difference between the 
female (M= 1.92, SD =0.71) and male (AT= 1.85, SD = 0.81) ratings on this variable.
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5.5.6 Negative aspects of the baby.
This 27 item scale was included in the Stage 3 questionnaire (three months 
postpartum) and was based on a scale originally created by Terry (1988) with the 
addition of one item (Appendix A). Although it was originally designed to measure 
the strain constaict (subjective stress) it was employed in this study to assess the 
negative evaluations of events, centering on the baby, which may be considered 
aversive (i.e. punishing). Four of the items were designed to elicit general appraisals 
of the the degree of difficulty or negativeness caused by having the baby. The other 
23 items looked at specific problems the couple may be experiencing with the baby 
such as feeding difficulties, lack of sleep, less time with their partner. Subjects were 
asked to rate these 23 activities/events on a scale from 1 (not difficult) to 3 (very 
difficult).
Because of variations in the response formats between items, scale scores 
were computed as the average of the standardised responses to items (A7= 0.00; S.D. 
= .53). The internal consistency of the scale was found to be high (Cronbach's a  =
.89) and females (M = 0.18; S.D. = 0.54) reported more negative aspects or 
difficulties surrounding the baby than did males (M — -0.18; S.D. = 0.46). This 
difference was significant (/(208) = 5.18,/; < .001). New parents reported slightly 
more negative aspects of the new baby (M= .079; S.D .= .468) than experienced 
parents (M = -.070; S.D .= .580) (/(207) = 2.04,p <  .05).
5.5.7 Positive aspects of the baby
This scale was constructed to complement the Negative Aspects of the Baby 
scale by measuring the degree of enjoyment or pleasure that the individual may 
experience from activities or events related to the baby (Appendix A). Other attempts 
have been made to measure related constructs. For example Russell (1974) developed 
a Gratifications Checklist which was a 12 item scale designed to measure the extent 
to which new parents "enjoyed their newly acquired role" (p. 295). However, severe 
doubts about the construct validity of this scale are raised by the author even though 
it demonstrated good split-half reliability {r = .93). For this reason a new measure
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was developed. Items were generated for this scale by asking a separate sample of 
twenty couples, who were parents, to each generate a list of twenty pleasurable 
things about having a baby. From this pool 21 items were selected for use in the 
scale. Respondents were asked to select which event/activities they found enjoyable 
and then rate them on a scale from one (slightly enjoyable) to three (enjoyable). Items 
that were not selected were scored as zero. Similar to the Negative Aspect of the 
Baby measure, scale scores were computed as the mean of the standardised responses 
to items (M = 0.00; S.D .= .54). This scale was found to be internally consistent 
(Cronbach's a  = .88). Females (A/ = 0.19; S.D. = 0.42) reported more positive 
aspects or enjoyments surrounding the baby than males (M = -.20; S.D. = 0.59). This 
difference was significant (/(208) = 5.36; p  < .001). The average of the (standardised) 
scores for the new parents (M= .145; S.D .= .475) on this scale was higher than that 
for the experienced parents (AT = -.139; S.D .= .574) (/(207) = 3.90,p  < .001).
5.6 M odel Critical Exogenous Variables 
5 6 1 Temperament measures
Eight measures were included to assess the individual's emotional 
dispositions. The first four of these measures are proposed to measure individual 
differences in reward sensitivity while the last four are proposed to measure 
individual differences in punishment sensitivity. The measures were as follows:
1. Self-rated Positive Affectivity scale (PA) from the trait version of the 
Positive and Negative Affect Scale (PANAS) (Watson, Clark, and 
Tellegen, 1988; Watson & Clark, 1991).
2. Spouse-rated Positive Affectivity scale (PAS) based on the trait version of 
the PANAS.
3. Extraversion scale (E) from the Eysenck Personality Questionnaire (EPQ) 
(Eysenck & Eysenck, 1975).
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4. Pleasant Event Strength ratings (PESS) from the Mood-related subscale 
of the Pleasant Event Schedule (PES) (MacPhillamy & Lewinsohn, 1972, 
1976).
5. Self-rated Negative Affectivity scale (NA) from the trait version of the 
PANAS.
6. Spouse-rated Negative Affectivity scale (NAS) based on the trait version 
of the PANAS.
7. Neuroticism scale (N) from the EPQ.
8. Unpleasant Event Strength ratings (UESS) from the Mood-Related 
subscale of the Unpleasant Event Schedule (UES) (Lewinsohn, 
Mermelstein, Alexander, MacPhillamy, 1983, 1985).
All of these measures were employed in the second trimester data collection.
PANAS
Watson, Clark, and Tellegen (1988) developed the 20 item Positive and 
Negative Affect Schedule (PANAS). The PANAS is comprised of two, ten item 
scales, one designed to measure levels of positive affect or mood (Positive Affectivity 
- PA), and the other designed to measure levels of negative affect or mood (Negative 
Affectivity - NA). Instructions for completion of the PANAS can be varied to suit the 
time frame of interest to the researcher so that this instrument can be used to assess 
both state and trait mood status. Watson and Clark (1991) report the scales to be 
internally consistent (PA a  = .90 , NA a  = .87), appropriately reliable over an 8 week 
test-retest period with respect to their state versus trait status ( PA r = .64; NA r = 
.59), and relatively independent (PA-NA r = -.3 1).
For the assessment of the temperament dimensions of Positive Affectivity and 
Negative Affectivity two variants of the trait version of the PANAS were employed. 
The first was the self-rated PANAS which requested the subjects to, "Indicate to
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vvliat extent you generally feel this wav, that is, how you feel on the average." by 
rating each of the items on a scale from 1 (very slightly or not at all) to 5 (extremely) 
(Appendix B). The second variant was the spouse-rated PANAS which requested 
subjects to, "....indicate to what extent you believe your spouse generally feels this 
way, that is, how he or she feels on the average." (Appendix B).
In this study both the self-rated and spouse-rated versions of these two scales 
were found to be internally consistent (PA a  = .86; NA a  = .87; PAS a  = .88; NAS; 
a=.85). However, a check of the distribution characteristics of these measures 
revealed that both NA and NAS were positively skewed (> 1.5) and leptokurtic (> 
1.5). Natural logarithmic transformations on these variables relieved both the 
skewness and kurtosis (< 1 and < 0.3 respectively). It should be noted that Watson 
(personal communication, May 1993) does not report the same degree of either 
skewness or kurtosis with NA data from his samples.
Table 5.6 shows the means and standard deviations for the PANAS trait 
positive affectivity and untransformed negative affectivity scores collected in the 
second trimester. Also in this table is normative data on these measures from one 
other study (Watson & Clark, 1991). As can be seen from Table 5.6 significant sex 
differences for trait negative affectivity are apparent. Both self and spouse ratings 
indicated a greater level of negative affectivity for females. However, overall levels of 
positive affectivity were similar for males and females using either rating strategy.
Also note from the table that for this sample negative affectivity and positive 
affectivity scores are lower than those from Watson and Clark's (1991) normative 
sample.
Neuroticism and Extraversion
Neuroticism and extraversion were measured using the appropriate scales 
from the Eysenck Personality Questionnaire (Appendix B). In normal groups of males 
and females Eysenck and Eysenck (1975) have reported Cronbach a  coefficients for 
the Neuroticism scale of .84 and .85 respectively and for the Extraversion scale of .85 
and .84 respectively. These scales have also have been shown to display good 
test-retest reliabilities (one month: N - males = .89, females = .80; E - males = .90,
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females = .87). As can be seen from Table 5.7 females typically score higher on the 
Neuroticism scale than males. This sample was no exception with females scoring 
significantly higher than males. Note the generally lower mean levels of these scales 
reported in this sample when compared to Eysenck & Eysenck's (1975) 
standardisation sample.
Table 5.6
Means and Standard Deviations of PANAS Trait Positive and Negative Affectivitv
Source Sample N PA
M(S.D)
NA*
M(S.D.)
PAS 
M(S D.)
NAS*
M(S.D.)
Watson & M & F 2525 36.0(6.0) 19.5 (6.0)
Clark (1991)
Second Males 114 33.5 (5.9) 14.2(4.1) 34.7(6.3) 13.5(4.2)
Trimester Females 115 33.9(5.1) '15.5 (5.3) 33.9(6.3) 215.7 (5.4)
1 l(221)=2.21, /?< 05
2 #227,1=3.43, p< 05
* Untransformed scores are reported
Table 5.7
Means and Standard Deviations for Neuroticism and Extraversion
Source Sex N Neuroticism
M(SD)
Extraversion
M(SD)
Eysenck & Eysenck (1975) Males 2312 9.83 (5.18) 13.19(4.91)
Females 3262 12.74 (5.20) 12.60 (4.83)
Stage 1 Males 114 6.66 (4.78) 11.48 (5.32)
Females 115 '9.22 (5.24) 12.59 (4.28)
I /(227)= 3.86,/?<.001
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PESS and UESS
The event strength ratings from the mood-related subscale (PESS: 49 items) 
of the Pleasant Event Schedule (PES: MacPhillamy & Lewinsohn, 1972; 
MacPhillamy & Lewinsohn, 1976) and the mood-related subscale (UESS: 36 items) 
of the Unpleasant Event Schedule ((UES: Lewinsohn & Talkington, 1979; 
Lewinsohn, Mermemlstein, Alexander, MacPhillamy, 1983, 1985) were used in this 
study to assess the emotional strength of mood-related events (Appendix B). 
Instructions for completing these scales require the subject to rate the items 
according to their pleasantness/unpleasantness as appropriate (0 = not, 1 = 
somewhat, or 2 = very) over the preceding month. Scale scores were computed as 
the mean of responses to the items. Wilkinson (1993) has reported the strength of 
pleasant events and strength of unpleasant events measured with these scales to be 
essentially independent of each other in a sample of undergraduate students (/' = .22).
Both the PESS and UESS were measured in the second trimester, third 
trimester, and three months postpartum. Reliability analysis based on the second 
trimester data shows that both scales are internally consistent (PESS a=  93, UESS 
a=.93). The averaged test-retest correlations over all administrations for the PESS 
was .78 and for the UESS was .70.
fable 5.8 shows that the descriptive statistics for the PESS and UESS are 
similar to those reported previously in the literature. Typically, females tend to report 
higher levels of PESS and UESS than males. Note that Lewinsohn et al. (1983) do 
not report normative statistics for the mood related subscale of the UES.
Table 5.9 presents the correlations between the different scales to be used in 
the construction of the reward sensitivity and punishment sensitivity measures. The 
general pattern indicates that measures associated with reward sensitivity (PA, PAS, 
E, PESS) were significantly correlated with each other but not with measures of 
punishment sensitivity (NA, NAS, N, UESS) while measures associated with 
punishment sensitivity were correlated with each other but not with measures of 
reward sensitivity. There are some exceptions to this, the most notable being the
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spouse-rated affect measures. The correlation between PAS and NAS, both spouse 
ratings of trait mood, was actually stronger than either the correlation between PA 
and PAS or NA and NAS. Given that the correlation between PA and NA, the self 
ratings of trait mood, was essentially zero, this suggests that there may be some 
problem with the validity of the spouse-rated PAN AS.
Table 5.8
Means and Standard Deviations for the event strength ratings from the PESS and 
UESS Mood Related subscales
Source Sample PESS UESS
MacPhillamy & 
Lewinsohn (1976)
F+M (n = 919) 
Female (n = ?) 
Male (n =?)
1.51 (.027) 
1.54(7) 
1.47(7)'
Wilkinson (1993) Female (n = 103) 
Male (n = 55)
1.55(0.26)
1.43(0.27)2
1.26(0.29)
1.13(0.26)3
Second Trimester Female (n = 115) 
Male (n = 114)
1.56(0.23)
1.42(0.27)4
1.01(0.42)
0.90(0.34)5
Third Trimester Female (n = 111) 
Male (n = 108)
1.59(0.20)
1.43(0.29)6
1.19(0.40)
1.08(0.32)’
Three Months 
Postpartum
Female (n = 107) 
Male (n = 103)
1.57(0.20) 
1.41 (0.27)8
1.22(0.32)
1.02(0.29)’
1 F=S.2, p < .01
2 /(156) = 2.69, p  < .01
3 l( 156) = 2.89,/? <.01
4 /(227) = 3.97, p < .001
5 /(227) = 2.24, p < .05
6 /(217) = 4.98,/><.001
7 /(217) = 2.28, p < .05
8 /(208) = 4.96, p < .  001
9 /(208) = 2.94, />> < .01
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Table 5.9
Correlation Matrix and Reliabilities of Temperament Measures for the Total Sample 
Based on Second Trimester Data
PA PAS NA NAS E N PESS UESS
PA .86
PAS .26** .88
NA .02 -.21** .87
NAS -.09 -.38** .85
E .22** .05 .10 .06 .79
N .01 -.14* .54** .21** .07 .87
PESS .25** .09 -.02 .11 .22** .03 .93
UESS .09 -.17* .26** .20** .08 .34** .25** .93
* p < .05 , **p < .01 , Cronbach's a  on the diagonals. Note that n = approx. 229 but varies 
slightly due to missing data.
5.6.2 Mood regulation measures
Three measures were employed to assess individual differences in mood 
regulation ability: the Frequency of Self-Reinforcement Questionnaire (Frequency of 
Self Administered Alfective-Reinforcing-Directive Stimulation, FSARD), the 
Self-control Schedule (SCS); the Negative Mood Regulation scale (NMR). To 
reduce the size of the Stage One Questionnaire set, the first two of these scales were 
administered in the second trimester with the last being administered in the third 
trimester.
Frequency of Self-Reinforcement
The Frequency of Self-Reinforcement Questionnaire (Heiby, 1982, 1983), is a 
thirty item, forced choice (true/false) scale used to measure the extent to which 
individuals self-administer affective-reinforcing-directive stimulation (FSARD) 
(Appendix B). Heiby (1983) has found the test-retest and split-half reliability of the
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FS ARD to be high (one month r = .92, test-retest r = .87). Scores on this measure 
have been found to be correlated with self-reinforcement tasks (Heiby, 1982) and 
Beck Depression Inventory scores (Heiby, 1983). In this study, however, the 
split-half reliability (Spearman-Brown) was only .67 while Cronbach's a  was .71. The 
FSARD scores for males (M=  21, S.D. = 3.77) were not significantly different to 
those for the females (M=  21.3, S.D. = 4.45).
Self-Control Schedule
The Self-Control Schedule (SCS) (Appendix B) is a thirty-six item measure of 
the extent to which individuals apply self-control methods to the solution of 
behavioural problems (Rosenbaum, 1980). The SCS purportedly measures four areas 
of individual functioning: the use of cognitions and 'self-statements' to control 
emotional and physiological responses, the application of problem solving strategies, 
the ability to delay immediate gratification, and perceived self-efficacy (Rosenbaum, 
1980).
The SCS consists of items that are self-referential descriptions of behaviour. 
Subjects rate each of these statements using a Likert-type scale with values ranging 
from +3 "very characteristic of me, extremely descriptive" through to -3 "very 
uncharacteristic of me, extremely non-descriptive". Scale scores are calculated by 
summing the responses to individual items. One month test-retest reliability on a 
sample of undergraduates (n = 82) was found to be high (r = .86) (Rosenbaum,
1980). The internal consistency of this scale has been found to be adequate using a 
number of different samples (e g. a  = .78 and a  =. 84) (Rosenbaum, 1980). In this 
study a similar level of internal consistency was found (a  = .81). Redden, Tucker, and 
Young (1983) found, in their sample of undergraduates, that females scored 
significantly higher than males (/(982) = -5.3, p  < .001) on the SCS (a  = .82). 
Flowever, in this sample of childbearing couples there was no significant sex 
difference on this variable (Males M  = 23.51, S.D. =  21.57; FemalesM  =  24.93, S.D. 
= 23.73).
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Negative Mood Regulation
Catanzaro and Mearns (1990) constructed the thirty item Negative Mood 
Regulation scale (NMR) to evaluate individual differences in mood regulation beliefs 
(Appendix B). Items on this scale begin with the root "When I'm upset, I believe that 
..." followed by a range of different mood regulation strategies. Subjects are asked to 
rate how much they agree or disagree with each item using a six point scale ranging 
from 0 (strongly disagree) to 5 (strongly agree). Scale scores are calculated by 
summing the responses to items.
Catanzaro and Mearns (1990) found the NMR to be internally consistent (a  = 
.87) and temporally stable (6 to 8 weeks males r = .67, females r = .78). They also 
found the NMR to exhibit discriminant validity from a measure of locus of control.
In this study the NMR scale was also found to be internally consistent (a  = .85) with 
males reporting higher scale scores than females (Table 5.10).
Table 5.10
Means and Standard Deviations for Negative Mood Regulation Scores
Source Sample M(S.D.)
Catanzaro & Mearns Females (n = 508) 99.14(14.33)
(1990) Males (n = 281) 99.68(14.33)
Third Trimester Females (n = 115) 88.09(15.32)
Males (n = 113) 92.80(13.52)'
1 /(227)= -2.46, p < .05
5.6.3 Generalised control beliefs
The Locus of Control of Behaviour scale (LCB) was employed in the third 
trimester to evaluate individual differences in beliefs concerning personal control over 
environmental events, particularly with reference to the self. Craig, Franklin, and 
Andrews (1984) developed the LCB to measure the extent to which individuals 
perceive personal responsibility for their own problem behaviours. They consider
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their measure to be a more specific measure of beliefs about the control of personal 
problem behaviour than other more general measures such as Rotter's (1966) 
Locus-of-Control scale.
Craig et al. (1984) reported a one week test-retest reliability coefficient of r = 
.90 with 25 non-clinic adults. Over six months, the test-retest correlation for 25 
untreated adult stutterers was r = .73. The LCB was also found to correlate 
substantially with Rotter's (1966) Locus of Control scale using a sample of university 
students (males r = .67, females r = .66), and differentiated significantly between 
clinical and normal groups (/(311) = 5.31, p < .001). This 17 item instrument is scored 
such that high scores indicate externality.
For the purposes of this study, although the full 17 items from the LCB scale 
were administered, only 14 items were used to construct the LCB measure. The full 
scale LCB contains a number of items that appear to be specific to clinical samples 
(e g. "It is impossible to control my irregular and fast breathing when I am having 
difficulties"). Items that seemed inappropriate for a non-clinical population were 
omitted (items 11, 12, 14). The shortened version of the LCB used in this study 
(Appendix B) has similar internal consistency (a  = .75) to that of the original 
full-length scale reported by Craig et al. (1984). No sex difference was found in the 
mean level of control expectancy (Females M=  14.03, S.D. = 4.84; Males M  = 14.32, 
S.D. = 5.66).
Table 5.11
Correlations and Reliabilities of the the Mood Regulation Measures and Control 
Expectancies
FSARD SCS NMR LCB
FSARD .71
SCS 44** .81
NMR 4 j ** 51** .85
LCB -.15* -.21** -.12 .75
* p<.05 , **p<.01 , Cronbach's a  on the diagonals. Note that n = approx. 229 but varies 
slightly due to missing data.
102
Table 5.11 presents the correlations between the Locus of Control of 
Behaviour and the three mood regulation measures. Note that the three measures of 
mood regulation evince higher correlations amongst themselves than with the 
measure of generalised control beliefs.
5.6.4 Pleasant and unpleasant event frequency
The frequency of pleasant and unpleasant events (PESF and UESF 
respectively) experienced by individuals was assessed in the second trimester, the 
third trimester, and three months postpartum using the frequency ratings from the 
mood-related subscales of the Pleasant Event Schedule and Unpleasant Event 
Schedule. Instructions for completing these measures require the subject to rate each 
event/activity for how frequently it had occurred in the past thirty days (0 = This has 
not happened, 1 = This has happened a few times (1 to 6), 2 = This has happened 
often (7 times or more) (Appendix B). The independent assessment of the frequency 
of pleasant and unpleasant events is justified because the occurrence of positively 
reinforcing and punishing events has been shown to be independent of one another 
(Lewinsohn and Amenson, 1978). With regard to these specific measures the PESF 
and UESF have previously demonstrated divergent validity (Wilkinson, 1993). In this 
study the Pearson product-moment correlation coefficient between the PESF and 
UESF for the second trimester is .03, for the third trimester is -.08, and for the third 
postpartum month is -.16. This further supports the contention that these measures 
are orthogonal. Because the items that comprise these scales refer to the frequency of 
events that are theoretically independent (though empirically related) it is considered 
inappropriate to evaluate the internal consistency of these scales.
The descriptive statistics found in this sample for these variables are similar to 
those reported from other studies (Table 5.12). Generally males and females reported 
similar frequencies of these mood related events. However, as can be seen in Table 
5.12, in the second trimester females reported a slightly higher frequency of pleasant 
events than males while in the third trimester males reported a slightly higher 
frequency of unpleasant events than females.
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Table 5.12
Means and Standard Deviations for the Event Frequency Ratings from the PES and
UES Mood Related Subscales
Source Sample PESF UESF
MacPhillamy & Lewinsohn (1976) F+M (n=919) 
Female (n=?) 
Male (n=?)
1.31(0.26)
1.31(7)
1.31(7)
Wilkinson (1993) Female (n=103) 
Male (n=55)
1.28(0.21)
1.28(0.28)
0.71(0.19)
0.71(0.22)
Second Trimester Female (n=l 15) 
Male (n=l 14)
1.36(0.21)
1.29(0.24)'
0.63(0.22)
0.67(0.22)
Third Trimester Female (n=l 11) 
Male (n=108)
1.38(0.22)
1.33(0.23)
0.62(0.24)
0.70(0.21)2
Three Months Postpartum Female (n=107) 
Male (n=103)
1.26(0.22)
1.22(0.27)
0.72(0.24)
0.76(0.24)
1 /(226) = 2.11,p  < .05
2 /(217) = 2.49, p < .05
5.7 Outcome Measures
Psychological outcomes were evaluated with two different instruments: the 
PANAS state mood scales and the Mental Health Index scales.
5.7.1 Mood states
Mood states were assessed at all four measurement points using four variants 
of the PANAS: Self-rated Positive affect (Pa), Self-rated Negative affect (Na), 
Spouse-rated Positive affect (PaS), and Spouse-rated Negative Affect (NaS). For 
self-rated mood, subjects were asked to consider each item and indicate to what 
extent they had felt that way in the last week using a scale from one (very slightly or 
not at all) to five (extremely) (Appendix C). For the spouse-rated versions 
instructions were modified so as to ask the respondent to indicate to what extent they 
believed that their spouse had felt that way in the last week (Appendix C). Note that 
for the Day 10 postpartum assessment of mood state the instructions referred to the 
past ten days instead of the past week.
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Watson, Clark, and Tellegen (1988, 1991) report the self-rated state (week) 
Pa and Na scales to be internally consistent (Pa a  = .83; Na a  = .90) and 
appropriately reliable over an eight week test-retest period given their state 
conceptualization (Pa r = .43; Na r = .41). In this study both the self-rated and 
spouse-rated variants of the PANAS Na and Pa scales demonstrated adequate (a  = 
.79) to high (a  = .90) reliability (see Table 5.13). The convergent validity between 
the self-ratings and spouse-ratings was somewhat lower than expected, particularly 
for the self-rated negative affect and spouse-rated negative affect scales. The 
averaged correlations between the positive mood measures and negative mood 
measures were sufficiently low as to demonstrate good divergent validity. A check of 
the distribution characteristics of these scales revealed that, similar to the trait 
versions of these scales, both the self-rated and spouse-rated negative affect scales 
were positively skewed and leptokurtic. Natural logarithmic transformations were 
found to substantially normalize these distributions.
Table 5.13
the Measurement Points
Scale Pa PaS Na NaS Cronbach's a
Pa .59 .86
PaS .40 .52 .87
Na -.25 .20 .54 .79
NaS -.17 -.21 .32 .46 .90
Note Cronbach's coefficient a  based on second trimester administrations only.
Means and standard deviations of these scales at all the measurement points 
along with /-tests of sex differences are presented in Table 5.14. A more detailed 
analysis of sex differences and changes in mood ratings over the study period is 
presented in Chapter 6.
Table 5.14
Means and Standard Deviations of PANAS Self-Rated and Spouse-Rated State 
(week) Positive and Neuative Affect
105
Source Sample Pa
M{S.D).
Na*
M(S.D.)
PaS
M(S.D.)
NaS*
M(S.D.)
Watson & 
Clark (1991)
M & F (n = 850) 33.9(6.7) 21.0(6.9)
Second
Trimester
Males (n=114) 
Females (n = 115)
32.6(5.9)
30.7(7.1)'
16.3(4.7)
15.8(4.9)
32.0(7.5)
31.9(6.7)
14.6(5.2)
18.9(6.9)2
Third
Timester
Males (n=108) 
Females (n = 110)
33.7(5.7) 
30.8(7.5)3
17.2(6.0)
17.3(4.3)
34.4(6.7)
31.5(5.9)
15.4(5.2)
19.4(6.7)4
Day Ten Males (n = 91) 
Females (n = 92)
37.5(5.5)
36.3(6.7)
15.0(4.4) 
18.3(7.1)5
38.8(5.7)
38.4(5.8)
15.6(5.6)
18.4(6.7)6
Three months 
postpartum
Males (n=103) 
Females (n = 107)
33.3(5.7)
32.1(8.2)
16.3(5.9)
17.3(6.1)
32.7(7.2)
31.9(6.8)
14.5(4.2) 
17.1(5.2)7
1 /(227) = 2.16 , p < .05 * Untransforined scores are reported
2 /(214) = 5.12, p < .  001
3 /(216) = 3.11, p  <.001
4 4207) = 4.83, p < .  001
5 4181) = 3.85,/? <.001
6 4180) = 3.03, p <  .01
7 4201) = 3.96, p < .  001
5.7.2 Psychological Health
Psychological health variables were assessed using a modified version of the 
Mental Health Inventory (MHI) (Veit & Ware, 1983). The MHI is a 38 item measure 
of psychological distress and well-being designed for use in general populations. It 
can be scored as one summary score that defines bipolar well-being versus distress or 
as two unipolar scales of Psychological Well-Being (MHIPWB) and Psychological 
Distress (MHIPD). As discussed in Chapter Two, Veit and Ware (1983) argue that 
the MHI actually represents an hierarchical model and that a number of lower order 
factors define the higher order factors of psychological well-being and psychological 
distress. There are five lower order factors in the MHI. The five scales corresponding 
to these factors are: Anxiety (MHIA), Depression (MHID), Loss of
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Behavioural/Emotional Control (MHIB), General Positive AiTect (MHIG), and 
Emotional Ties (MHIE). Tanaka and Huba ( 1984) re-analysed Veit and Ware's 
(1983) original results because they argued that the higher-order structure in the 
model had not been appropriately empirically evaluated. Using structural equation 
modelling procedures they found that the two higher order factors of psychological 
well-being and psychological distress were indeed supported in Veit and Ware's 
(1983) original correlation matrix of the five lower order scales. Also, like Veit and 
Ware (1983), they found more support for the dual unipolar dimensional model than 
for the single bipolar dimensional model of psychological health.
The MH1 was modified for this study by breaking up some of the original 
questions into several items and by the addition of two new items. The breakup of 
items centered on those that asked about a loss of control in a number of different 
areas. These items in the original Midi typically refer to behaviour, emotion, and 
cognitions as a whole. In the modified version behaviour, emotions, and cognitions 
were assessed with separate items. Essentially this was done to separate out loss of 
control of behaviour from loss of control of thoughts and loss of control of emotions. 
This increased the loss of control scale from nine items to thirteen Two items 
concerned with depression were added to the MHI to increase the number of items 
that make up the depression scale from four to six.
These two items were -
"How often during the last month did you feel so tired and listless, that
everything became an effort?"
"How often during the past month have you felt disappointed or sad?"
Overall, the MHI was increased from 38 items to 44 (Appendix C).
Reliability and stability coefficients, intercorrelations, and descriptive statistics for the 
various scales of the MHI are presented in Tables 5.15 and 5.16. Table 5.15 presents 
normative data from Veit and Ware (1983). Table 5.16 presents the means and 
standard deviations for the various scales of the Mi ll administered in the second 
trimester of pregnancy.
Table 5.15
Mental Health Index - Descriptive Information from Veit & Wear (1983)
107
Scale k1 M SD Stability2 A D
MHI Scale 
B G E PD PWB
MH1A 9 19.15 6.85 .63 ,903
MHID 4 8.05 2.97 .56 .76 .86
MH1B 9 15.90 5.57 .58 .71 .77 . 83
MH1G 11 45.64 9.56 .62 -.62 -.70 .69 .92
MHIE 2 9.08 2.56 .59 -.39 -.50 .53 .62 .81
MH1PD 24 47.54 15.39 .62 .93 .89 .90 -.73 -.52 .94
MHIPWB 14 59.16 12.16 .63 -.63 -.71 -.71 .98 .74 -.75 .92
1 Number of items
2 Test-retest correlations over approx. 12 months
3 Reliability estimated with Cronbach's a reported on the diagonal
Table 5.16
Mental Health Index - Descriptive Information from the Second Trimester
Scale k1 M SD Stability2 A D
MHI Scale 
B G E PD PWB
MHIA 9 318.2 5.3 .66 ,864
MHID 6 14.2 3.6 .58 .74 .83
MHIB 13 24.0 7.2 .62 .73 .82 .89
MHIG 11 43.4 7.3 .55 -.61 -.73 -.70 .86
MHIE 2 9.4 2.1 .51 -.55 -.63 -.62 .70 .77
MHIPD 30 64.0 15.2 .69 .90 .90 .94 -.72 -.63 .92
MHIPWB 14 54.7 8.4 .56 -.61 -.72 -.70 .98 .80 -.72 .85
1 Number of items in the scale
2 Test-retest correlations between 2nd. trimester and 3 month postpartum administration
3 Means and standard deviations based on 2nd. trimester administration
Reliability estimated using Cronbach's alpha and reported on the diagonal4
108
Table 5.17
Descriptive Statistics for the Three Administrations of the MT1I - General Positive 
Affect, Emotional Ties, and Psychological Well-being
Stage Sex N MHIG MHIE MHIPWB
Second Trimester Female 115 43.05(7.56) 9.49(2.04) 54.50(8.61)
Male 113 43.88(6.81) 9.41(2.22) 55.01(8.02)
Third Trimester Female 111 43.96(7.72) 9.50(2.04) 55.44(8.69)
Male 108 43.67(8.60) 9.33(2.40) 54.75(10.1 1
Three Months 
Postpartum
Female 107 41.21(10.07) 9.07(2.39) 52.61(11.43
Male 103 41.85(8.96) 8.71(2.62) 52.44(10.61
Table 5.18
Descriptive Statistics for the Three Administrations of the MHI - Anxiety, 
Depression, Loss of Control, and Psychological Distress
Stage Sex N MHIA MH1D MH1LC MPIIPD
Second Female 115 18.10(5.06) 15.05(3.79) 25.70(8.01) 66.24(16.28)
Trimester Male 113 18.06(5.34 13.24(3.00)
l
21.98(5.47) 60.99(12.36)
2 3
Third Female 111 17.72(5.21) 14.81(3.78) 24.62(7.32) 64.09(15.58)
Trimester Male 108 17.93(6.62) 13.26(3.65)
4
21.76(6.29) 60.64(15.22)
5
Three months Female 107 19.59(6.29) 15.20(4.74) 26.54(8.81) 67.83(18.73)
Postpartum Male 103 17.96(6.08) 13.68(4.28)
6
23.96(9.09) 62,78(18.09)
7 8
1 1(226) =3.98, p < .001
2 /(226) =4.08, /?< . 001
3 /(226) =2.73, < .01
4 /(217) =3.09, p <.01
5 /(217) =3.10, p < .01
ö /(208) =2.43, p < .05
7 /(208) =2.09, p < .05
8 /(208) = 1.99,/? < 05
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The stability coefficients in Tables 5.15 and 5.16 are test-retest correlations 
between the second trimester and three months postpartum administrations 
(approximately 9 months). The reliabilities and scale intercorrelations are averaged 
for the three administrations.
Tables 5.17 and 5.18 present descriptive statistics for the three 
administrations of the MHI. Table 5 .17 shows that males and females reported similar 
levels for the psychological well-being related scales at each administration. Table 
5.18 demonstrates that while males and females reported similar levels of anxiety, 
females typically reported higher levels of depression and loss of control than males 
at each administration point. A more detailed analysis of sex differences and changes 
in psychological health scale scores is presented in Chapter 6.
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CHAPTER SIX
LONGITUDINAL CHANGES AND DIFFERENTIAL EFFECTS
Changes in the outcome measures over the study period were examined in 
relation to the subjects' sex and parity (ie. whether they were expecting their first 
child or not). Because data from couples cannot be considered as independent, sex 
was treated as a within subjects factor. In the case of the mood measures this resulted 
in a sex (female, male) x parity (primiparous, multiparous) x stage (second trimester, 
third trimester, Day 10, third postpartum month) ( 2 x 2 x 4 )  mixed ANOVA design 
while in the case of the psychological health measures this resulted in a sex (female, 
male) x parity (primiparous, multiparous) x stage (second trimester, third trimester, 
third postpartum month) ( 2 x 2 x 3 )  mixed ANOVA design. In the analysis of the 
mood data the sample size was somewhat reduced because of the missing data from 
the Day 10 measurement point. Doubly multivariate MANOVAs were carried out 
using the SPSS MANOVA procedure. Multivariate (Pillais' criteria) and univariate 
(with Bonferroni adjustment of alpha) tests of the main and interaction effects are 
reported Stepdown tests (Roy-Bargman) are also reported in. order to clarify the 
relationships amongst the dependent variables. Planned, non-orthogonal, contrasts 
were also carried out to assess the significance of changes in the dependent variables 
over time. The second trimester measurements of outcome were treated as a baseline 
and each of the later measurements taken were compared to it.
6.1 Mood Measures
6.1.1 Multivariate effects
Using self and spouse-rated state positive and state negative affect as 
dependent variables, multivariate main effects were found for sex (F(4,75) = 15.96,/; 
< .001), and stage (F( 12,699) = 19,41,/; < .001). These main effects need to be 
considered with some caution given that there were also significant interactions 
between sex and parity (F(4,75) = 6.44, p  < .001), parity and stage (F( 12,699) =
3.4 \ ,p  < .001), and sex and stage (/^  12,699) = 5.04,/; < .001). Tables 6.1 to 6.4
I l l
present the means and standard deviations for the mood related dependent variables. 
As noted in Chapter 5 the self-rated and spouse-rated negative affect variables have 
undergone natural logarithmic transformations. Averaged within cells correlations are 
presented in Table 6.5. As can be seen from this table there is a general lack of 
correspondence between self-ratings and spouse-ratings of either positive or negative 
affect.
Table 6.1
Sex. and Parity
Sex Parity 2nd.Tri.
M(S.D.)
3rd.Tri.
M{S.D.)
Day 10 
M(S.D.)
3ppm.
M(S.D.)
N
Females Primiparous 32.01(8.45) 33.42(5.59) 38.10(6.36) 33.28(7.70) 37
Multiparous 29.95(5.93) 29.72(7.87) 34.91(6.40) 32.30(8.04) 43
Males Primiparous 32.42(6.45) 32.71(5.06) 38.76(5.55) 32.72(5.29) 37
Multiparous 31.65(4.99) 33.69(5.09) 35.78(5.45) 32.73(5.12) 43
Table 6.2
Means and Standard Deviations for Spouse-Rated Positive Affect as a Function of 
Stage. Sex, and Parity
Sex Parity 2nd.Tri.
M(S.D.)
3rd.Tri.
M(S.D.)
Day 10 
M(S.D.)
3ppm.
M(S.D.)
N
Females Primiparous 33.767.25 31.99(5.49) 40.56(5.05) 34.05(6.27) 37
Multiparous 30.30(5.58) 30.51(5.94) 36.77(5.00) 29.65(6.33) 43
Males Primiparous 31.89(7.32) 34.20(6.13) 39.58(5.53) 31.79(8.72) 37
Multiparous 33.39(6.60) 34.95(5.65) 37.75(5.95) 33.80(6.51) 43
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Table 6.3
Means and Standard Deviations for Self-Rated Negative Affect (Transformed) as a 
Function of Stage, Sex, and Parity
Sex Parity 2nd.Tri.
M{S.D.)
3rd.Tri.
M {S.D )
Day 10 
M(S. D.)
3 ppm. 
M(S.D.)
N
Females Primiparous 2.64(0.26) 2.71(0.28) 2.90(0.37) 2.75(0.26) 37
Multiparous 2.71(0.24) 2.84(0.27) 2.79(0.36) 2.81(0.34) 43
Males Primiparous 2.67(0.23) 2.77(0.32) 2.69(0.25) 2.67(0.29) 37
Multiparous 2.79(0.32) 2.86(0.34) 2.65(0.28) 2.80(0.34) 43
Table 6.4
Means and Standard Deviations for Spouse-Rated Negative Affect (Transformed) as 
a Function of Stage, Sex, and Parity
Sex Parity 2nd.Tri.
M(S.D.)
3rd.Tri.
M{S.D.)
Day 10 
M(S. D.)
3ppm.
M{S.D.)
N
Females Primiparous 2.84(0.31) 2.88(0.31) 2.85(0.33) 2.72(0.29) 37
Multiparous 2.98(0.40) 2.96(0.37) 2.82(0.37) 2.83(0.31) 43
Males Primiparous 2.63(0.27) 2.69(0.23) 2.78(0.35) 2.63(0.28) 37
Multiparous 2.60(0.24) 2.68(0.23) 2.61(0.26) 2.61(0.23) 43
Table 6.5
Average Within Cells Correlations over the Four Measurement Points for the Mood
Dependent Variables
Measure Pa - self rated Pa - spouse rated Na - self rated
Pa - spouse rated 0.28
Na - self rated -0.41 -0.21
Na - spouse rated -0.17 -0.22 0.25
1 13
6.1.2 Univariate tests
Table 6.6 presents the univariate follow-up tests for the four dependent 
variables. Table 6.7 presents the significant contrasts for the same dependent 
variables.
Table 6.6
Univariate Follow-Up Tests o f Sex, Parity, and Staue for Self and Spouse-Rated 
M ood
IV DV1 F df P Stepdovvn F P
Sex Pa - self 1.09 (1,78) NS 1.09 NS
Pa - spouse 3.45 (1,78) NS 1.69 NS
Na - self 1.31 (1,78) NS 0.93 NS
Na - spouse 49.17 (1,78) <.001 47.80 <.001
Stage Pa - self 53.36 (3,234) <.001 53.36 <.001
Pa - spouse 83.72 (3,234) <.001 25.75 <.001
Na - self 4.42 (3,234) <.01 11.01 <.001
N a - spouse 5 .n (3,234) <.0\ 7.69 <.001
Sex by Pa - self 0.91 (1,78) NS 0.91 NS
Parity Pa - spouse 13.85 (1,78) <.001 5.69 <.001
Na - self 1.32 (1,78) NS 1.69 NS
Na - spouse 2.89 (1,78) NS 4.10 NS
Parity by Pa - self 2.83 (3,234) <.05* 2.83 <.05
Stage Pa - spouse 2.01 (3,234) NS 1.93 NS
Na - self 5.31 (3,234) <.001 8.92 <.001
Na - spouse 3.24 (3,234) <.05* 2.01 NS
Sex by Pa - self 1.10 (3,234) NS 1.10 NS
Stage Pa - spouse 4.66 (3,234) <.01 5.40 <.001
Na - self 10.82 (3,234) <.001 13.40 <.001
Na - spouse 4.04 (3,234) <.01 2.91 <.05*
1 Order o f DVs in the table indicates the order o f entry into the stepdovvn analysis 
* Not significant after Bonferroni adjustment of alpha
Table 6.7
Significant Contrasts for Self and Spouse-Rated Mood over the Study Period
IV Contrast DV F df P
Stage 2nd. Tri. versus 3rd. Tri. Na- self rated 22.43 1,78 <.001
2nd. Tri. versus DaylO Pa - self rated 130.53 1,78 <.001
Pa - spouse rated 168.57 1,78 <.001
Na - self rated 5.95 1,78 <.05
2nd. Tri. versus 3ppm. Pa - self rated 8.61 1,78 <.01
Na - spouse rated 7.01 1,78 <.01
Parity by Stage 2nd. Tri. versus Day 10 Na - self rated 10.45 1,78 <.001
Na - spouse rated 8.56 1,78 <.01
Sex by Stage 2nd. Tri. versus 3rd. Tri. Pa - spouse rated 8.26 1,78 <.01
2nd. Tri. versus DaylO Na - self rated 18.53 1,78 <.001
Na - spouse rated 10.32 1,78 <.01
2nd. Tri. versus 3ppm Na - self rated 6.74 1,78 <.05
Na - spouse rated 8.23 1,78 <.01
Self-rated positive affect
The follow-up univariate tests show that self-rated positive affect changed 
significantly through the study period (Table 6.6 and Figure 6.1). The interaction 
between parity and stage approached significance providing some evidence that this 
change was different for primiparous and multiparous individuals. Examination of the 
contrasts (Table 6.7) show that this dependent variable was stable during the 
pregnancy period (second and third trimesters) but increased significantly during the 
ten days immediately after the birth. By the third postpartum month self-rated 
positive affect was slightly but significantly higher than when measured in the second 
trimester.
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Spouse-rated positive affect
The interaction between sex and parity was significant for this dependent 
variable. Examination of the marginal means reveals that the spouse-ratings of 
positive affect for multiparous females (AT = 31.80) were generally lower than those 
for primiparous females (AT = 35.09), whereas for males the spouse-ratings of 
positive affect were similar regardless of parity (multiparous AT = 34.97; primiparous 
AT = 34.37). The univariate analysis also showed that spouse-rated positive affect 
changed significantly through the study period regardless of sex or parity (Figure 
6.2). The contrasts (Table 6.7) show that similar to self-rated positive affect, 
spouse-rated positive affect was stable during the pregnancy and increased in the 
immediate postpartum period. Unlike the self-ratings, the spouse-ratings at three 
months postpartum were similar to those made during the second trimester.
However, the overall main effect for stage should be interpreted cautiously given that 
there was a significant interaction of sex with stage. The contrasts show that this 
interaction occurred between the second and third trimesters for this variable (Table 
6.7). Inspection of the marginal means and follow-up /-tests of this interaction show 
that at the second trimester female (AT =32.03) and male (AT = 32.64) levels of 
spouse-rated positive affect were similar (/(79) = -.67, NS) whereas in the third 
trimester male levels (AT = 34.56) were significantly higher than female levels (AT =  
31.25) (/(79) = -4.05,p < . 001).
Self-rated negative affect.
Levels of self-rated negative affect clearly fluctuated through the study period 
(Figure 6.3). However, the pattern of change was more complex for this variable than 
for self-rated positive affect because there were significant interactions of sex with 
stage and parity with stage. The marginal means and follow-up /-tests of the 
significant sex by stage contrast for second trimester versus Day 10 show that 
self-rated negative affect was similar for females (AT = 2.68) and males (A T= 2.73) in 
the second trimester (/(79) = -0.95, NS) but in the Day 10 period females' rating 
levels increased (A T= 2.85) and they reported significantly higher levels than males 
(A T= 2.67) (/(79) = 4.15,/? < .001). Follow-up tests for the significant sex by stage
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Figure 6.2 Mean spouse-rated positive affect as a function of stage, sex, and parity.
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interaction in the contrast between the second trimester and third postpartum month 
periods produce somewhat ambiguous results. No significant differences between 
female and male self-reports of negative affect were found at either the second 
trimester (7(79) = -1 45, NS) or third postpartum month measurement points (/(79) = 
1.56, NS). However, examination of the marginal means did reveal that the male level 
remained fairly stable across this contrast (A7 = 2.73 versus M=  2.72) while the 
female level appeared to increase somewhat (M= 2.68 versus M -  2.78).
With respect to the significant parity by stage contrast for the second 
trimester versus Day 10 periods, follow-up analysis shows that multiparous 
individuals (.M = 2.76) reported significantly higher levels of negative affect than 
primiparous individuals (M = 2.66) in the second trimester (/(161) = 2.92,/; < .01). 
However, by the Day 10 period primiparous individuals' ratings (M = 2.80) had 
increased to a ievei comparable to that of multiparous individuals (M= 2.72) (/(161)
= -1.25, NS).
Although not examined explicitly by contrasts, the graph of means indicates 
that whereas negative affect may have decreased slightly for multiparous women from 
the third trimester to the day 10 period it increased greatly over this same period for 
primiparous women. A separate sex by parity by stage (third trimester, Day 10) (2 x 2 
x 2) repeated measures ANOVA was conducted to explore the changes from the 
third trimester to the ten day postpartum period. No main effects were significant, but 
there were significant two-way interactions between sex and stage (F(l,78) = 23.02, 
p < .001) and between parity and stage (F(l,78) = 11.76, p < .001). Follow-up tests 
of this interaction demonstrate that males (M = 2.81) and females (M = 2.78) 
reported similar levels of self-rated negative affect in the third trimester (/(79) =
-0.63, NS). However, in the Day 10 period females (M = 2.84) reported significantly 
higher levels of negative affect than males (A7 = 2.66) (/(79) = 3.35 ,p < .001). With 
respect to the parity by stage interaction, the follow-up analysis shows that 
multiparous individuals (M=  2.86) reported significantly higher levels of negative 
affect in the third trimester (/(158) = -2.5,p  < .02) than primiparous individuals (M = 
2.74). However, at the Day 10 measurement point there was no significant difference
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between multiparous (M= 2.72) and primiparous (A7 = 2.79) self-reports of negative 
affect (/(161) = -1.59, NS).
Spouse-rated negative affect
The pattern of change over the study period for this variable was quite unlike 
that for the other variables that have been examined (Figure 6.4). The univariate 
analysis (Table 6.6) showed that there were significant main effects on spouse-rated 
negative affect for both sex and stage. However, there was a significant interaction of 
sex with stage and the interaction of parity with stage approached significance.
Examination of the significant parity by stage interaction for the second 
trimester versus Day 10 contrast reveals that in the second trimester primiparous 
spouse-ratings of negative affect (M=  2.08) were much lower than multiparous 
ratings (M = 2.79). This difference is highly significant (/(158) = -14.87,/? < .001). 
However, in the Day 10 period, primiparous spouse-rated negative affect ratings (AT 
= 2.82) increased to a similar level as the multiparous ratings (AT = 2.72) ( /( l58) = 
1.96, NS with adjustment).
With regard to the significant sex by stage interaction for the second trimester 
versus Day 10 contrast, spouse-rated negative affect for females was higher than that 
for males both in the second trimester (Females M =  2.92, Males M =  2.61; 1{19) = 
8.55,/? < .001) and in the Day 10 period (Females AT = 2.84, Males M =  2.70; /(79) = 
3.52,/? < .01). However, the difference in the second trimester was greater than that 
in the Day 10 period. Similarly, for the significant sex by stage interaction for the 
second trimester versus three months postpartum contrast, spouse-rated negative 
affect was still higher for females than males at three months postpartum (Females A4 
-  2.78, Males M =  2.62; /(79) = 4.06,/? < .001). Again, however, the difference is 
greater in the earlier baseline scores than in the later scores.
As in the analysis for self-rated negative affect, the graph of means for 
spouse-rated negative affect (Figure 6.4) indicates that the changes between the third 
trimester and Day 10 periods warrants further scrutiny. Again a separate sex by parity 
by stage ( 2 X 2 X 2 )  ANOVA was conducted to explore the changes in spouse-rated
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Figure 6.4 Mean spouse-rated negative affect as a function of stage, sex, and parity.
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negative affect in this period. There was a significant main effect for sex (7X1,78) = 
21.78,/; < .001) with the female (M= 2.88) level of spouse-rated negative affect 
higher than the male level (M = 2.69). This analysis also revealed significant parity by 
stage (/'X 1,78) = 7.69, /; < .001) and stage by sex (7X1,78) = 4.98,/; < .001) 
interaction effects. With respect to the parity by stage interaction, although follow-up 
/-tests failed to find significant differences between primiparous and multiparous 
individuals in either the third trimester (/(158) = -.96, NS) or the Day 10 period 
(/(158)= 1.96, NS with adjustment), the graph of means indicates that multiparous 
ratings decreased over this period while primiparous ratings for spouse-rated negative 
affect appear to have remained fairly stable. With respect to the sex by stage 
interaction, follow-up /-tests indicated that female was higher than male spouse-rated 
negative mood both in the third trimester (/(79) = 5.25, p < .001) and the 10 day 
postpartum period (7(78) = 3.23,/; < .01). However, as Figure 6.4 indicates, ratings 
of negative mood for females fell while overall ratings of negative mood for males 
remained fairly stable over this period.
Figure 6.4 indicates that a large factor in all of these interactions was the way 
in which spouse-ratings of negative affect changed for males. Scores on this variable 
for primiparous males increased continually to the Day 10 period whereas scores for 
multiparous males remained fairly stable. At the Day 10 measurement point it is clear 
that while both primiparous and multiparous females ratings were similar, this is the 
point of maximum disparity for the primiparous and multiparous male ratings.
6.1.3 Summary
Scrutiny of the graphs and the ANOVA results shows that the overall pattern 
for self and spouse-rated positive affect was quite similar. Generally there was little 
change from the second to the third trimester of pregnancy but there was a marked 
increase in positive affect reported in the ten days following the birth of the baby. By 
the third postpartum month spouse-rated positive affect had fallen to similar levels 
recorded in the second trimester though in the case of self-ratings the final recorded 
level was somewhat higher than the initial level recorded in the second trimester. 
Neither sex nor parity made any difference to the overall level of spouse or self-rated
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positive mood. The interaction between sex and parity with regard to spouse-rated 
positive affect indicates that multiparous males rate their spouses as having a much 
lower level of positive affect than the ratings made by primiparous males for their 
spouses.
As can be seen from the appropriate graphs, the results from the self and 
spouse-rated negative affect measures are more complex and, unlike the two positive 
mood measures, the pattern of results for the two negative mood measures is quite 
dissimilar. With respect to self-rated negative affect the most striking feature of the 
results is the decrease in negative mood from the second trimester to Day 10 reported 
by multiparous males and the increase in negative affect for the same period reported 
by primiparous females. There is somewhat of a reversal of this result from Day 10 to 
the third postpartum month with the primiparous females decreasing their negative 
mood ratings and multiparous males increasing theirs.
The spouse-rated negative affect results are somewhat more difficult to 
interpret. Some light may be shed on these by considering that when a spouse is 
asked to evaluate his or her partner's mood the subsequent rating may be influenced 
by the rater's own mood state. When comparing Figures 6.3 and 6.4 we can see that 
the pattern of ratings of negative affect that females attribute to their spouses (Figure 
6.4) actually corresponds better with their own self-ratings of mood than with their 
spouses self-ratings of mood (Figure 6.3). Although it is less clear, this interpretation 
of results may also be applied to the way in which the males rate female mood states 
in this sample. The pattern of spouse-ratings that males assign their spouses seems to 
bear greater similarity to the males' own mood states than to their partners.
The results of the stepdown tests when compared to the univariate analysis 
indicate that the order of entry of the dependent variables (self-rated positive affect, 
spouse-rated positive affect, self-rated negative affect, and finally spouse-rated 
negative affect) in a covariance control procedure had little impact on the overall 
results. Such a finding, along with the poor correlations between the self and 
spouse-ratings (Table 6.5) would suggest, contrary to expectations, that self and 
spouse-rated mood are largely orthogonal rather than different measures of the same
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mood construct. Further, the evidence from the negative affect ratings suggest that 
spouse-ratings of mood are contaminated by the rater's own mood state. However, 
this analysis does confirm the expectation that positive and negative mood, 
irrespective of the measurement strategy, would be largely independent.
6.2 Mental Health Measures
Using a sex (female, male within couples) by parity (primiparous, 
multiparous) by stage (second trimester, third trimester, third postpartum month) (2 x 
2 x 3 )  mixed ANOVA design, changes in the Mental Health Index higher and lower 
order scales were assessed with two separate doubly multivariate MANOVAs.
6.2.1 Higher order scales 
Multivariate effects.
With the Psychological Well-being and Psychological Distress higher order 
scales of the Mental Health Index as dependent variables there were significant 
multivariate main effects for parity (F(2,96) = 7.12, p < .001), sex (F(2,96) = 7.14, p 
< .001), and stage (F(4,388) = 6.96, p < .001). No interactions were significant. 
Means and standard deviations for these dependent variables are presented in Tables 
6.8 and 6.9. The within cells correlation of the the averaged well-being and distress 
scores (-.697) idicated that these two measures of psychological outcome are 
strongly inversely related
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Table 6.8
Means and Standard Deviations of Psychological Well-being as a Function of Sex. 
Parity and Staue
Sex Parity 2nd.Tri.
M (S.D .)
3rd.Tri.
M (S.D .)
3 ppm. 
M (S.D .)
N
Females Primiparous 57.45(6.87) 58.31(8.18) 54.83(10.32) 47
Multiparous 52.15(9.38) 53.48(8.39) 50.73(12.29) 52
Males Primiparous 56.89(6.97) 57.00(8.25) 55.85(9.24) 47
Multiparous 54.15(8.46) 52.04(11.23) 48.46(10.48) 52
Table 6.9 ••
Means and Standard Deviations of Psychological Distress as a Function of Sex, 
Parity, and Stage
Sex Parity 2nd.Tri.
M (S.D .)
3rd.Tri.
M {S.D .)
3 ppm. 
M {S.D .)
N
Females Primiparous 62.10(14.52) 62.14(15.84) 64.66(16.19) 47
Multiparous 68.36(17.47) 65.23(14.51) 70.25(20.59) 52
Males Primiparous 57.57(9.40) 56.87(10.04) 58.02(14.62) 47
Multiparous 62.40(12.90) 64.84(18.49) 67.77(20.06) 52
Table 6.10
Univariate Follow up Tests of Sex. Parity, and Stage for the Higher Order Mental 
Health Index scales
IV DV1 F df p  Stepdown F P
Parity Well-being 14.33 1/97 <.001 14.33 <.001
Distress 7.84 1/97 <.01 0.04 NS
Sex Well-being 0.19 1/97 NS 0.19 NS
Distress 4.49 1/97 <.05* 14.07 <.001
Stage Well-being 14.22 4/388 <.001 14.22 <.001
Distress 7.15 4/388 <.001 0.58 NS
1 Order of DVs in the table indicate order of entry into the step down analysis 
* not significant with Bonferroni adjustment of a
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Univariate tests
Examination of the follow-up univariate tests (Table 6.10) shows that 
primiparous couples report significantly more well-being and significantly less distress 
than multiparous couples. Further, well-being significantly decreased through the 
study period whereas distress significantly increased. However, stepdown tests show 
that for both the parity and stage main effects the increase in distress becomes 
non-significant after entering well-being as a covariate. With respect to sex 
differences, males and females did not report significantly different levels of 
well-being but the difference in reported distress level approached significance (after 
Bonferroni adjustment). Stepdown analysis demonstrated that, after controlling for 
well-being, females did indeed report significantly more distress than males.
Examination of the graphs (Figure 6.5 and 6.6) and contrasts show that 
psychological well-being and distress remained fairly stable between the second and 
third trimesters of pregnancy. However, psychological well-being (F(\,91) = 14.75,/? 
< .001) decreased from the second trimester to the third postparum month while 
psychological distress increased (/r(l,97) = 5.93,/? < .05) over the same period. 
Stepdown analysis using well-being as a covariate removed the significant increase in 
psychological distress (.F (l,96) = 0.86, NS).
6.2.2 Summary
Generally, males and females reported similar levels of psychological 
well-being throughout the study period although females reported significantly higher 
levels of psychological distress than males. Curiously, even though the higher order 
well-being and distress scales were strongly inversely correlated, controlling for level 
of psychological well-being did not remove this difference in the level of distress 
reported. Multiparous individuals reported lower levels of well-being and higher 
levels of distress than primiparous individuals. However, the difference in level of 
distress reported was removed once the level of well-being had been controlled for. 
Regardless of sex or parity, levels of well-being decreased and distress increased from 
the second trimester of pregnancy to the third postpartum month. However, the
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effect of stage on distress was removed once the level of well-being was controlled 
for.
6.2.3 Lower order scales 
Multivariate effects
Using the lower order scales of the Mental Health Index as dependent 
variables, there were significant multivariate main effects for parity (F(5,93) = 6.02, p 
< .001), sex (F(5,93) = 12.93, p < .001), and stage (F (l0,382) = 5.44, p<  .001). 
There was also a significant sex by stage interaction (F(10, 382) = 2.61,/; < .01). 
Means and standard deviations for the lower order Mental Health Index scales are 
presented in Tables 6.11 to 6.15. Table 6.16 presents the averaged within cell 
correlations for this dependent variable set. The magnitude of the the correlations 
indicate a high degree of interrelationship between these variables.
Table 6.11
Means and Standard Deviations of the General Positive Affect scale as a Function of
Sex. Parity, and Stage
S e x Parity 2n d .T ri .
M(S.D.)
3rd.Tri.
M{S.D.)
3 p p m .  
M(S.D.)
N
F e m a le s P rim ip arou s 4 5 . 5 7 ( 6 . 0 1 ) 4 6 . 4 6 ( 6 . 9 8 ) 4 2 . 7 0 ( 9 . 1 2 ) 4 7
M u lt ip a ro u s 4 0 . 8 6 ( 8 . 2 3 ) 4 2 . 2 3 ( 7 . 8 7 ) 3 9 .8 8 (1  1 .07) 5 2
M a les P rim ip arou s 4 5 . 5 3 ( 5 . 6 3 ) 4 5 . 7 4 ( 6 . 7 6 ) 4 4 . 8 3 ( 7 . 9 0 ) 4 7
M u lt ip a ro u s 4 3 . 0 0 ( 7 . 2 8 ) 4 1 . 2 5 ( 9 . 6 0 ) 3 8 . 4 2 ( 8 . 7 4 ) 5 2
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Table 6.12
Means and Standard Deviations of Emotional Ties Scale as a Function of Sex. Parity,
and Stage
Sex Parity 2nd.Tri.
M(S.D.)
3rd.Tri.
M(S.D.)
3 ppm. 
M(S.D.)
N
Females Primiparous 10.04(1.90) 10.06(2.11) 9.68(2.05) 47
Multiparous 9.31(2.16) 9.15(1.78) 8.65(2.56) 52
Males Primiparous 9.79(2.10) 9.53(2.29) 9.21(2.19) 47
Multiparous 9.23(2.15) 8.96(2.53) 8.05(2.85) 52
Table 6.13
Means and Standard Deviations of the Anxiety Scale as a Function of Sex. Parity, 
and Stage
Sex Parity 2nd.Tri.
M{S.D.)
3rd.Tri.
M(S.D.)
3 ppm. 
M(S.D.)
N
Females Primiparous 16.57(4.63) 16.72(5.34) 18.31(5.69) 47
Multiparous 18 96(5 33) 18 00(5.03) 20.59(6.77) 52
Males Primiparous 16.42(4.11) 16.29(5.71) 16.36(5.00) 47
Multiparous 18.98(5.77) 19.75(7.00) 19.69(6.65) 52
Table 6.14
Means and Standard Deviations of the Depression Scale as a Function of Sex. Parity, 
and Stage
Sex Parity 2nd.Tri.
M(S.D.)
3rd.Tri.
M{S.D.)
3 ppm. 
M{S.D.)
N
Females Primiparous 13.86(3.27) 14.29(3.90) 13.97(3.77) 47
Multiparous 15.81(4.22) 14.98(3.80) 16.37(5.34) 52
Males Primiparous 12.36(2.59) 12.78(2.82) 12.42(3.18) 47
Multiparous 13.69(2.88) 13.94(4.38) 14.96(4.89) 52
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Table 6.15
Means and Standard Deviations of the Loss of Behavioural/Emotional Control Scale
as a Function of Sex. Paritv. and Stage
Sex Parity 2nd.Tri.
M{S.D.)
3rd.Tri.
M(S.D.)
3ppm.
M(S.D.)
N
Females Primiparous 24.36(7.55) 24.08(7.35) 25.68(7.87) 47
Multiparous 25.96(8.12) 23.86(6.44) 26.90(9.55) 52
Males Primiparous 21.02(3.90) 20.21(3.09) 22.14(7.46) 47
Multiparous 22.02(5.69) 23.36(8.06) 25.92(10.25) 52
Table 6.16
Average Within Cells Correlations over the Three Measurement Points for the Mental 
Health Index Lower Order Seales
Measure Gen. Pos. 
Affect
Emot. Ties Anxiety Depression
Emot. Ties .74
Anxiety -.59 -.53
Depression -.71 -.63 .86
Loss of Control -.72 -.65 .80 .89
Univariate tests
Examination of the follow up univariate tests (Table 6.17) for parity show 
that all of the lower order scales, with the exception of loss of control, were 
significantly different for primiparous versus multiparous individuals. Multiparous 
individuals reported higher levels of anxiety and depression but lower levels of 
positive affect and emotional ties. The results of the stepdown analysis indicated that 
only positive affect and loss o f  control were significantly different between 
primiparous and multiparous subjects. With respect to sex differences, the follow-up 
univariate tests showed that females reported higher levels of depression and loss of
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control with no significant ditferences on the other dependent variables. The 
stepdown analysis supported the simple univariate findings, with depression and then 
loss of control remaining significant after controlling for the effects of all the other 
dependent variables. The univariate tests also show that while levels of anxiety and 
loss of control significantly increased over the study period, levels of positive affect 
and emotional ties significantly decreased and depression levels remained unchanged. 
In the stepdown analysis, differences in both anxiety and loss of control became 
non-significant while differences in depression became significant.
Examination of the follow-up tests for the sex by stage interaction shows that 
changes in anxiety level were significant in the simple univariate test and remained 
significant in the step-down test after controlling for positive affect and emotional 
ties. None of the other dependent variables were significant.
The contrasts revealed that, as for the higher order scales, significant changes 
in the dependent variables were occurring mainly between the second trimester and 
third postpartum month rather than between the second and third trimesters. Anxiety 
(F(l,97) = 8.03 , p  < .01) (Figure 6.7) and loss of control (F(l,97) = 10.70,/? <.001) 
(Figure 6.9) significantly increased whereas general positive affect (F(l,97) = 14.18, 
p < .001) and emotional ties (F(l,97) = 14.26,/? <.001) significantly decreased from 
the second trimester to the third postpartum month. After stepdown analysis the 
change in anxiety, loss of control, and emotional ties were all found to be 
non-significant. The contrasts between the second trimester and third postpartum 
month also reveal a significant sex by stage interaction for anxiety when controlling 
for general positive affect and emotional ties via the stepdown procedure (F( 1,97) = 
4.82, p < .05). The means indicate that while male anxiety level was stable between 
the second trimester and third postpartum month (M = 17.77 and M=  18.13 
respectively), female anxiety tended to increase somewhat over this period (M = 
17.96 andM =  19.51 respectively).
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Table 6.17
Univariate follow up tests of sex, parity, and stage for the lower order Mental Health 
Index scales
IV DV1 F df P Stepdovvn F P
Parity Pos. Affect 14.43 1/97 <.001 14.43 <.001
Emot. Ties 6.78 1/97 <.05* 0.08 NS
Anxiety 12.73 1/97 <.001 2.49 NS
Depression 10.81 1/97 <.001 0.32 NS
Loss of Con. 3.23 1/97 NS 10.97 <.001
Sex Pos. Affect 0.04 1/97 NS 0.04 NS
Emot. Ties 2.77 1/97 NS 2.32 NS
Anxiety 0.14 1/97 NS 1.88 NS
Depression 13.80 1/97 <.001 44.21 <.001
Loss of Con. 10.20 1/97 <.01 5.44 <.05*
Stage Pos. Affect 14.89 2/194 <001 14.89 <.001
Emot. Ties 9.92 2/194 <.001 1.86 NS
Anxiety 6.97 2/194 <.001 0.53 NS
Depression 1.79 2/194 NS 8.17 <.001
Loss of Con. 11.69 2/194 <.001 2.95 NS
Sex by Pos. Affect 1.93 2/194 NS 1.93 NS
Stage Emot. Ties 0.99 2/194 NS 1.59 NS
Anxiety 5.31 2/194 <.01 6.34 <.001
Depression 0.66 2/194 NS 1.51 NS
Loss of Con. 1.89 2/194 NS 1.73 NS
1 Order of DVs in the table indicates order of entry into the stepdovvn analysis
* Not significant with Bonferroni adjustment of alpha
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3 Months
Trimester Trimester Postpartum
Stage
■Female - P. 
■Female - M. 
■Male - P. 
■Male - M.
Figure 6.7 Mean anxiety as a function of stage, sex, and parity.
Female - P. 
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Male - M.
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Figure 6.8 Mean depression as a function of stage, sex, and parity.
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Figure 6,9 Mean loss of control as a function of stage, sex, and parity.
6.2.4 Summary
Interpretation of the results with regard to the lower order scales is made 
somewhat complex by their high degree of interrelationship amongst the dependent 
variable set demonstrated by both the averaged within cells correlations (Table 6.16) 
and the stepdown analysis (Table 6.17). The pattern of change for the well-being 
related lower order scales of the Mental Health Index followed that demonstrated by 
the higher order well-being scale. This would be expected given that all but two items 
in the higher order scale come from the lower order General Positive Affect scale. 
Both general positive affect and emotional ties remained fairly stable during the 
pregnancy period (second trimester to third trimester) but both decreased in the 
postnatal phase (second trimester to third postpartum month). Experienced parents 
reported lower levels of general positive affect and emotional ties but males and 
females reported similar levels of these dependent variables.
With regard to the distress related lower order measures, the most 
disadvantaged group of subjects would appear to be the multiparous parents. They 
reported higher levels of anxiety, depression, and loss of control than the new
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parents. However, after controlling for the well-being related lower order scales, only 
loss of control remained as being significantly higher for the multiparous individuals. 
The pattern of results for sex differences on these dependent variables was quite 
different to that produced by either the parity or stage independent variables. While 
females and males reported similar levels of anxiety, females reported signficantly 
higher levels of both depression and loss of control. These effects remained even after 
controlling for the well-being related lower order scales.
6.3 Conclusions
The results of this study generate some degree of doubt about our current 
conceptualisation of the differential effects of childbearing, both in terms of parity and 
sex, on psychological outcomes such as mood state, psychological well-being and 
psychological distress. Further, the iack of relationship between self-ratings and 
spouse-ratings of state affect suggests that they may not be measuring the same mood 
construct.
6.3.1 Mood outcomes
The patterns of changes in mood, the scale interrcorrelations, and step-down 
F-tests all indicate that the spouse-ratings of state affect may not be valid indicators 
of the target individual's actual mood state. Assuming that self-ratings of mood are 
valid measures of the individual's own mood state, the lack of shared variance 
between the self-ratings and spouse-ratings of mood does not support the original 
intention that they are both measures of the same mood construct. It can not be 
certain, then, what it is that the spouse-ratings of mood are actually measuring. There 
is some evidence, from the patterns of mood changes through the study period, to 
suggest that they are measuring the rater's own mood state rather than their partner's 
mood state. Because of the somewhat dubious validity of the spouse-ratings of state 
affect they will not considered further here.
The mood data supports the proposition that the childbearing process has 
some positive outcomes as well as some negative outcomes for the individual. The
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general, though modest, increase in state positive alTect scores in the follow-up phase 
indicates that, regardless of sex or parity, subjects in this sample reported some 
improvement in mood over their initial second trimester level. The most significant 
finding with regard to positive mood, however, is the peak at the Day 10 postpartum 
measurement point. This elevated period of positive mood does not support the view 
that the immediate postpartum period is characterised by depressed affect or 
dysphoria.
The dramatic rise in negative affect from the antenatal period to the 
immediate postpartum period (Day 10) for primiparous mothers supports the view 
that they find the birth experience as particularly stressful. What is surprising is that 
experienced (multiparous) mothers did not report any increase in negative affect over 
this same period, and further, that experienced fathers but not new fathers reported a 
dramatic decrease in this outcome measure. By the end of the study period negative 
affect for experienced fathers had returned to a similar level as the intitial second 
trimester measurements. There was also evidence that by the end of the study period 
negative affect had increased more for females than males. This supports the 
proposition that women suffer more negative consequences from the childbearing 
process than males irrespective of whether they are new or experienced parents.
6.3.2 Psychological health outcomes
Overall, experienced parents reported both the highest levels of psychological 
distress and lowest levels of psychological well-being in this sample. In terms of 
changes through the study period, irrespective of parity or sex, subjects reported 
decrements in psychological well-being and increments in psychological distress, 
particularly in the postnatal phase. Contrary to expectations, it cannot be concluded 
that the childbearing process resulted in first time parents experiencing greater 
positive or negative effects on their psychological health than experienced parents. 
Similarly, using these outcome measures, it cannot be concluded that this process 
resulted in females experiencing more well-being or distress than males.
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It may be argued from the pattern of results evident here, and the fact that the 
Mental Health Index higher order scales demonstrate a high negative correlation 
(/• = -.7), that there is little evidence that psychological well-being and distress need 
to be considered as distinct facets of psychological health in this context. However, 
the results from the stepdown analysis reveal that, while it is true that the effects of 
parity and stage on distress were removed once well-being was controlled for, the 
same could not be said for the effect of sex on distress. Even when controlling for the 
level of psychological well-being females still reported significantly higher levels of 
distress than males. This provides some support for retaining the distinction between 
these constructs when considering sex differences in psychological health.
An examination of the unique contributions made by each of the lower order 
scales in the stepdown analysis suggests that it is useful to examine more specific 
psychological outcomes in childbearing, rather than simply focusing on broad 
psychological health dimensions. As one would expect from the higher order 
analyses, first time parents reported higher levels of general positive affect than 
experienced parents. Further, there was an overall decrease over time in reports of 
this aspect of well-being, irrespective of parity or sex. However, when examining the 
lower order scales, loss of control (a distress related scale) emerged as significantly 
increasing over time and as being significantly lower for primiparous than multiparous 
individuals. Possibly this finding reflects the extent to which individuals feel a loss of 
control over 'external' as well as 'internal' events. It is quite plausible that childbearing 
is, for some individuals at least, an aversive experience because events become 'out of 
control'. Similarly, parenthood in general may be experienced negatively if the 
individual feels that they have little control over events occurring in their life.
Another feature which emerged from the lower order scale analysis and which 
was not evident when considering the broader outcome measures, was the apparent 
differential impact of the birth on males and females. While self reports of anxiety 
level for males did not significantly increase after the birth of the baby they did for 
females. This result is particularly noteworthy, given that it is the only evidence from 
the psychological health data in this study supporting the proposition that the
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negative impact of childbearing is greater on females than males. On the other hand, it 
should be noted that depression did not increase significantly more for females than 
males. In fact it did not change through the study period regardless of sex or parity. 
However, it is clear that, even when controlling for differences in self reports of 
positive affect and anxiety, females generally reported higher levels of depression and 
loss of control than males. Such a finding is not particularly surprising given that 
females in the wider population generally report higher levels of depression 
(Lewinsohn, Hoberman, Teri, & Hautzinger, 1985) and, if one were to interpret loss 
of control as such, higher levels of'emotional instability1 (Eysenck & Eysenck, 1985) 
than males.
The pattern of results also suggests, contrary to expectations, that the 
physiological and lifestyle changes for women usually associated with pregnancy did 
not have a significant impact on psychological health. Rather, significant changes, 
using either the higher order or lower order Mental Health Index scales, only 
occurred after the birth of the baby and not between the second and third trimesters 
of pregnancy.
6.3.3 Evaluation of the specific hypotheses
In Chapter Four a number of specific hypotheses with regards to the 
differential impact of childbearing were presented. The first of these hypotheses was 
that women should report greater distress than men, both in terms of general 
psychological distress and negative state affect. The results of this study provide only 
mixed support for this view. By the end of the study period, females had experienced 
a greater increase in self-rated negative affect than males. However, this overall 
increase masked a complex pattern of change throughout the study period. In terms 
of the psychological distress measure, there was no evidence to support a differential 
impact of the childbearing process with regard to sex. However, when specific lower 
order scales were examined there was some evidence that women reported greater 
increases in anxiety and feelings of'loss of control' than men. A notable finding, 
contradicting much of the psychiatric literature, was that the childbearing process had 
no impact on depression level either across all subjects or differentially.
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In line with the view that women should experience greater increments in 
psychological distress and negative mood, and the position that positive mood and 
psychological well-being lay on a continuum with negative mood and psychological 
distress, it was also hypothesised that women should experience greater deficits in 
positive affect and psychological well-being than men. However, the results from this 
study did not support this hypothesis. There was no differential impact of the child 
bearing process on men and women in terms of either psychological well-being or 
self-reported state positive affect. However, the type of outcome measure used did 
appear to generate different results in terms of the psychological impact of 
childbearing. Positive mood increased to the immediate postpartum period and then 
decreased at three months postpartum to a level slightly higher than that measured in 
the second trimester. In contrast, using the broader measure of positive outcome, 
psychological well-being showed a decrease through the study period regardless of 
sex.
One of the most consistent findings in the literature on the effects of 
childbearing on women is that the immediate postpartum period, defined as a period 
of up to two weeks parturition, is also the period of the most mood disturbance; the 
so called 'Maternity Blues'. It was hypothesised in Chapter Four that this would occur 
for both women and men in this study, but that the effect would be stronger for 
women. Only mixed support was obtained for this prediction. The immediate 
postpartum was indeed the maximal point for self-rated positive affect but it cannot 
be concluded that it was greater for females than males. With regard to self-rated 
negative affect, the immediate postpartum was the maximal point only for new 
mothers and not for experienced mothers. Nevertheless, females in general did report 
significantly more negative affect than males at this time. In terms of changes in affect 
relative to previous periods, the females certainly did not 'change' more than the 
males but the mood changes in evidence for the sexes were in opposite directions.
There is a consistent assumption from both the parenthood and psychiatric 
traditions of research into childbearing that the effects of this process are more 
profound on first-time parents than experienced parents. However, the outcomes
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measures used in this study did not support this. It could not be concluded,using the 
data collected from this sample, that primiparous individuals either suffer or profit 
more from the childbearing experience than multiparous individuals. However, it is 
clear that experienced parents reported lower levels of well-being and higher levels of 
distress right from the beginning of the study.
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CHAPTER SEVEN
STRUCTURAL EQUATION MODELS
In the remaining analysis of these data there are essentially two major types of 
related research questions to be addressed. The first concerns the viability of the 
proposed measurement structure for the two temperament constructs of punishment 
sensitivity (PS) and reward sensitivity (RS), as well as the viability of the measurement 
structure for the mood regulation construct (MR). This type of question will be dealt 
with using confirmatory factor analysis. The second type of research question concerns 
the viability of the psychological health and mood models, the system of proposed 
relationships between independent, mediating, and outcome variables, and the proposed 
model's usefulness in predicting psychological outcome in this particular sample. These 
issues can be addressed through the application of path analysis using covariance 
structure modelling.
The LISREL (Jöreskog & Sörbom, 1989) method is perhaps the most popular 
implementation of the covariance structure modelling techniques. It provides a means to 
conduct both confirmatory factor analysis and traditional observed variable path 
analysis. Further, LISREL provides a means of integrating these approaches in a 
number of different ways to conduct what is called latent variable path analysis. In the 
LISREL approach, confirmatory factor analysis by itself is usually referred to as the 
measurement model, whereas both observed variable path analysis and latent variables 
path analysis are often referred to as the structural equation model. The relationship 
between the measurement model and the structural equation model has been described 
by Jöreskog & Sörbom (1989) in the following way.
The measurement model specifies how latent variables or hypothetical 
constructs depend upon or are indicated by the observed variables. It 
describes the measurement properties (reliabilities and validities) of the 
observed variables. The structural equation model specifies the causal 
relationships among the latent variables, describes the causal effects, and 
assigns explained and unexplained variance, (p. 1)
Confirmatory factor analysis alone is also often referred to in the LISREL 
system as Submodel 1 (Jöreskog and Sörbom , 1989). When a set of hypothesised path
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relations are examined using observed variables instead of latent variables, such as in 
observed variable path analysis, this is often called Submodel 2. The integration of 
Submodel 1 and Submodel 2 results in a latent variables path analysis which is called the 
fu ll LISREL model. For a further introduction to structural equation modelling, latent 
variable path analysis, and the LISREL approach, I refer the reader to the following 
sources: Bentler, 1980; Saris & Stronkhorst, 1984; Jöreskog, 1988; Jöreskog and 
Sörbom , 1989; Bollen, 1989; Kline, 1991; Pedhazur & Pedhazur-Schmelkin, 1991.
7.1 Important Issues
As a relatively new and highly complex analytical technique, there are a number 
of areas in the structural equation modelling approach that are still being developed and 
a number of issues in its implementation that are the subject of much debate and not 
always much agreement (for example see Bollen & Long, 1992). Before presenting the 
results of the application of covariance structure modelling techniques to this particular 
data set it will be useful to briefly discuss some of these issues and comment on their 
implications for this analysis.
7.1.1 Dependent observations and sample sizes
The issue of dependent observations has particular relevance to this study in that 
the sample consists of couples even though the focus of the analysis is on the individual. 
Most statistical analytic techniques used in the social sciences, including covariance 
structure modelling, are based on the assumption that data have been gathered from 
independently sampled observations. Further, it is assumed that responses given by one 
person will not in any way influence the responses given by another person in the 
sample. The use of couples as the sampling unit may then be problematic because the 
observations are not independently sampled and it cannot be safely assumed that the 
individuals within that couple do not influence each other. Bentler and Chou (1987) 
have argued that, except for some highly specialised regression models, there is no 
statistical method for either evaluating this assumption or appropriately taking such 
dependence into account. Nevertheless, some authors who use traditional regression 
techniques have sought to avoid this problem by basing the degrees of freedom used to
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evaluate their test statistics on the number of couples in the data set instead of the 
number of individuals (e.g. Folkman, Lazarus, Gruen, & DeLongis, 1986; Terry, 1988, 
1991a). However, it can be argued that this tactic, while making the statistical tests 
more conservative, does not provide an analytical solution to the problem and would be 
inappropriate if applied to covariance structure modelling.
Bearing this in mind, the decision was made to analyse the male and female data 
separately. Using this approach, it can be more safely assumed that the individual cases 
within each analysis are independent. However, this has some important ramifications 
for the testing and modification of the measurement and structural equation models. 
Firstly, it effectively halves the sample size available for any analysis. Given that the 
original sample size of over 200 is already small in terms of covariance structure 
modelling procedures (although reasonably large in terms of this particular research 
area) such a reduced data set places strain on the reliability of the structural parameters 
and model fit statistics generated. Secondly, separating the data from the two sexes in 
this manner raises the issue of how similar the female and male observed models should 
be.
A longstanding problem in the structural equation modelling field is the issue of 
what constitutes a minimum acceptable sample size. As has been pointed out in related 
statistical discussions (e g. Green, 1991; Pedhazur, 1982; Tanaka, 1987) there is no 
simple answer to this question. A major reason for this is that covariance structure 
modelling procedures, such as LISREL, are based on asymptotic theory. That is, the 
theory that describes the behaviour of statistics as the sample size becomes arbitrarily 
large. While a full account of the technical issues of adequate sample size in covariance 
structure modelling is beyond the scope of this discussion, relevant discussions are 
provided by Boomsma (1983), Gebring and Anderson (1985), Bentler and Chou 
(1987), Tanaka (1987), and Marsh, Balia, and McDonald (1988). In the context of this 
particular research project the position advocated by Kline (1991) is taken. He has 
argued that one must primarily consider the number of model parameters that have to 
be estimated (factor loadings, path coefficients, correlations, residual correlations etc.) 
in any covariance structure analysis. He recommends that in any empirical test of a
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model there should be a ratio of no less than five subjects per estimated parameter, and 
ideally more than ten.
Given that the analysis for males and females will be carried out separately then 
what does similarity or dissimilarity between the observed models, as opposed to the 
proposed models, imply? The hypothesised measurement and path models do not, a 
priori, imply major sex differences in the covariance structures of the independent, 
mediating, and dependent variables. Thus, the major form of the hypothesised 
measurement and path models should be consistent across sexes. The effect of the 
limited sample size, then, can be considered somewhat ameliorated if the model is 
supported by both the male and female samples'.
7.1.2 Estimation procedures
Estimation procedures in covariance structure modelling involve the fitting of 
the covariance structure implied by the hypothesised model to the sample covariance 
matrix. The LISREL 7 program offers a number of different types of estimation 
procedure that may be implemented depending on the suitability of the input data. A full 
discussion of the merits of the various methods of estimation is beyond the scope of this 
study. The consensus in the LISREL literature is that, whenever possible, the procedure 
know as Weighted Least Squares is to be preferred (Jöreskog & Sörbom, 1989; 
Anderson & Gerbing, 1988). However, this procedure is based on the use of very large 
sample sizes and is not appropriate for the analysis of the data from this sample.The 
widely used Maximum Likelihood procedure will be employed as the model estimation 
procedure in the analyses presented here.
7.1.3 Model-fit statistics
Like the sample size issue, the problem of deciding which model fit statistic to 
use is also complex. Many different statistics have been proposed but there are few 
guidelines as to which one to choose (Kline, 1991). A common approach is to examine
1 Although LISREL does include a procedure to compare the similarity of covariance structure 
models across samples, such comparisons were not carried out in this study because the male and 
female samples cannot be considered independent.
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and report a number of different statistics rather than relying on just one (for a recent 
example see Wechsler, 1991 p. 195). Bollen and Long (1992) have argued that there is 
an emerging consensus that no single measure of fit should be relied on exclusively.
Pedhazur and Pedhazur-Schmelkin (1991) argue that, ".... the exclusive reliance on one
kind of fit index is unwise" (p. 657). For the purposes of this research it was decided to 
report three of the most common model fit statistics for each of the confirmatory factor 
analyses2. These are:
1. Chi-square Index Of) (df=k[k+l]-t; t = number of parameters; k  = number 
of measures). This indicates the magnitude of the sample - model difference. 
It is reported to be sensitive to sample size and should be non-significant if 
the model fits the data.
2. Goodness-of-Fit Index (GFI). This indicates the proportion of sample 
variance/covariance explained by the model and is similar to a multiple 
correlation coefficient. A model with a good fit should have a GFI of greater 
than .90 (Cole, 1987).
3. Adjusted Goodness-of-Fit Index (AGFI). This is the same as the GFI 
statistic but corrected for the number of parameters in the model. For a good 
fit the AGFI should be greater than .80 (Cole, 1987).
7.1.4 Parameter significance
A less controversial aspect of the interpretation of the LISREL analysis is the 
evaluation of the individual parameters within any hypothesised model. LISREL 
provides a means to evaluate the null hypothesis that the 'true' value of any given 
parameter is zero via "Tvalues". These values are the coefficient estimates for the 
parameter divided by their respective standard errors. Standard errors in covariance 
structure modelling indicate how accurately the values of the hypothesised parameters 
have been estimated. A 7’value of 1.96 with an a  level of .05 is traditionally considered 
critical (Jöreskog and Sörbom, 1989),
1 For a discussion of the effect of sample size on fit indices see Marsh, Balia, and McDonald (1988).
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7.1.5 Correlation versus covariance matrices
The basic input for covariance structure modelling algorithms, such as LISREL, 
can be either unstandardised covariance matrices or standardised covariance 
(correlation) matrices. However, the issue of which of these types of matrix to use is 
not straightforward. A number of authors who have strongly argued against the 
automatic use of correlation matrices in covariance structure modelling on both 
theoretical and empirical grounds (Kline, 1991; Boomsma, 1987; Bentler & Chou,
1987; Bentler & Lee, 1983; Cudeck, 1989). However, there are some situations in 
which the analysis of the unstandardised covariance matrix may be inappropriate. For 
example, Jöreskog and Sörbom (1988) argue that if the data set to be analysed includes 
some variables that could not be considered continuous (ie. they are ordinal, binary or 
censored variables) then one may have to abandon covariance matrices in favour of 
estimated correlation matrices that are a combination of Pearson, polychoric, and 
polyserial coefficients. The approach taken here is to use unstandardised covariance 
matrices were possible.
7.2 The Analytic Strategy
Because of the restrictions in sample size, the full LISREL model (latent 
variable path analysis) approach was not implemented in the analysis of the data from 
this study. Instead the decision was made to evaluate the measurement model 
(submodel 1) of the two main exogenous constructs of Reward Signal-Sensitivity and 
Punishment Signal-Sensitivity and the endogenous latent construct of Mood Regulation 
separately from the main path model (submodel 2). This procedure relies on the 
construction of manifest variables and results in an analysis with a reduced number of 
parameters to be estimated in the structural equation model. The factor structure of 
proposed latent variables is tested via confirmatory factor analysis and then the resultant 
factors are treated as variables in their own right through the use of factor-score 
regression equations. These manifest (or composite) variables are then treated as single 
indicators of the proposed latent construct in the structural equation model. Further 
technical details of the application of manifest variables in the analysis of this data set
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can be found in the sections on the path models (Chapter 9). For a detailed discussion 
on the general implementation of the manifest variable strategy see Munck (1979) and 
Holmes-Smith and Rowe (1994).
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CHAPTER EIGHT
CONFIRMATORY FACTOR ANALYSIS
It was argued in Chapter Four, that a number of temperament and trait-like 
constructs are important to consider in any adequate model of psychological health or 
mood state and that these constaicts should be included in any attempt to consider 
psychological health in childbearing. These constructs are:
1. Reward Sensitivity - a temperament construct similar to Gray's reward 
signal-sensitivity.
2. Punishment Sensitivity - a temperament construct similar to Gray's 
punishment signal-sensitivity.
3. Control Expectancy - a trait construct similar to the locus of control 
construct
4. Mood Regulation Ability - a semi-trait construct or behavioural repertoire 
representing a learned set of techniques and expectancies for the regulation 
of emotional psychological outcomes.
In Chapter Three it was argued that Gray's reward sensitivity construct is similar 
to Tellegen's positive affectivity construct which, in turn, is similar to Eysenck's 
extraversion construct. On this basis it was concluded that the positive affectivity scale 
of the trait version of the PANAS and the extraversion scale of the Eysenck Personality 
Questionnaire (EPQ) measure the same construct of reward sensitivity. Further to this, 
Staats and his colleagues (Rose and Staats, 1988; Staats & Heiby, 1985) have argued 
that the hedonic strength scale of the Pleasant Event Schedule (PESS) measures the 
individual's responsiveness to rewards and can be considered a personality measure. 
Thus, the PESS scale can also be considered a measure of reward sensitivity. Equivalent 
arguments apply to punishment sensitivity; the negative affectivity scale of the trait 
version of the PANAS, the neuroticism scale of the EPQ, and the hedonic strength 
scale of the Unpleasant Event Schedule (UESS) can all said to be measures of this
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construct. Because the sample consists of couples in a stable, cohabiting relationship, it 
was also possible in this study to go beyond self-report by requesting individuals to rate 
the temperament of their spouse. This was done via the spouse-rating of positive and 
negative affectivity from the modified trait version of the PAN AS. Thus, spouse-rated 
positive affectivity is proposed as a further indicator of reward sensitivity and 
spouse-rated negative affectivity is proposed as a further indicator of punishment 
sensitivity.
The measurement model for reward sensitivity and punishment sensitivity 
representing the above propositions and Hypothesis 1, 2, and 3 (Chapter 4) is presented 
in Figure 8 .1. Consistent with the LISREL literature a mixture of Greek and Roman 
letters identify the various types of model parameter. In the following models these 
symbols are used.
x = an observed variable (such as PA, PAS ect.)
5 = measurement error associated with x 
t, = a latent exogenous (independent) variable, a factor 
A, = coefficient of the regression of x on 
4> = covariance between latent variables.
05 = covariance ( b l})  between 6 error terms
The 'true' scores for reward sensitivity, control expectancy, and punishment 
sensitivity are represented by the three latent constructs (in the circles). These latent 
constructs are assumed to be causal factors underlying the set of observed scores (in 
rectangles). The lines with arrows indicate a causal link (structural coefficient) in the 
direction indicated. The curved lines with arrow heads at both ends represent 
covariance. The observed variables in the model are derived from the Stage 1 data 
collected in the second trimester of pregnancy. Note that for the confirmatory factor 
analyses covariance matrices were used as input (for ease of interpretation matrices of 
correlations, means, and standard deviations are presented in Appendix D, Tables D.l 
through to D.4) and measurement errors were initially assumed to be unrelated. The 
recommended procedure of specifying reference variables for latent constructs was 
followed (Jöreskog & Sörbom, 1990). Given the nature of the observed variables and
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EPQN
PESS
UESS
LCB - Locus of Conlrol Expectancies (Locus of Control of Behaviour scale)
NA - Self-rated Negative Affectivity (PANAS - trait version)
NAS - Spouse-rated Negative Affectivity (PANAS - modified trait version)
EPQN - Neurolicism (Neuroticism scale of the EPQ)
UPESS - Strength of Unpleasant Events (Strength ratings from the Mood-related subscale of 
the Unpleasant Event Schedule)
PA - Self-rated Positive Affectivity (PANAS - trait version)
PAS - Spouse-rated Positive Affectivity (PANAS - modified trait version)
EPQE - Extraversion (Extraversiou scale of the EPQ)
PESS - Strength of Pleasant Events ( Strength ratings from the Mood-related subscale of 
the Pleasant Event Schedule)
Figure 8.1 Hypothesised measurement model for the three trait constructs, Reward
Sensitivity (RS), Control Expectancy (CE), and Punishment Sensitivity (PS).
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their proposed relationship to the latent constructs, the paths A,, , and A63 were specified 
with a value of one. The known internal consistency coefficient of Cronbach's a  for the 
Locus of Control of Behaviour scale was used to estimate 5S [variance2 (1 - a)] and AS2 
[variance (Voc)] for its associated latent construct of control expectancy (Munck, 1979; 
Holmes-Smith & Rowe, 1994).
Following normal practice in the covariance structure modelling literature, 
solution path diagrams will be presented with standardised parameter estimates. Note 
that the control expectancy construct has been included in the temperament variable 
model because it is considered to be trait like in its consistency over time and across 
situations. It is argued that this construct is measured by the modified Locus of Control 
of Behaviour scale and is important in the structural equation models representing the 
state affect and psychological health models. Its inclusion in the measurement model at 
this stage of the analysis provides an opportunity to evaluate discriminant validity with 
the two trait mood measures. In the measurement model the relationship between the 
control expectancy construct and the two temperament constructs is not specified and is 
therefore free to vary. Also note that, consistent with the literature, it is proposed that 
reward sensitivity and punishment sensitivity are independent, and therefore orthogonal, 
dimensions.
Using an iterative model modification procedure (Saris & Stronkhurst, 1984; 
Jöreskog & Sörbom, 1989) the proposed measurement model was tested and 
modifications were made on the basis of the standardised residuals and modification 
indices (> 5.0) generated by the LISREL 7 program and whether or not such 
recommended changes made theoretical and substantive sense. The modification 
procedure was halted when either the modification indices for 05 or A paths were all less 
than 5.0 or further changes violated the theoretical integrity of the model.
8.1 Female Mood Temperament M easurem ent Model.
Table 8.1 presents a summary of the results from the model modification for the 
female data. The standardised residuals and modification indices generated by LISREL 
indicated that two 05 parameters should be freed from constraint. Firstly, LISREL
150
indicated that the error terms between the spouse-ratings of positive trait mood and 
negative trait mood were related. Because of the method of measurement common to 
these two observed variables, spouse-ratings of mood via the PANAS, this relationship 
could be due to a common method error variance. Allowing a covariance relationship in 
the measurement model does not violate the integrity of the core hypotheses based on 
the theoretical rationale, particularly since the error covariance occured across factors 
rather than within a factor. Similarly the modification indices indicated that the 
covariance parameter between the Pleasant and Unpleasant Event Schedule Strength 
rating error terms should be freed. Again this was taken to indicate common method 
error variance.
Table 8.1
Model fit statistics for the female trait affect measurement model.
S teps x 2 d.f. P G F I A G F I
1. H y p o th es ised  m o d e l 82.3 26 < .0 0 0 .879 .790
2. +  5 94 54 .8 25 =  .001 .914 .844
3. +  5 72
F u lly  m o d ified  m o d e l
32.1 24 = 125 .945 897
The model fit statistics (Table 8.1) indicated that the fully modified model is an 
adequate fit to the data. Thus, three separate factors can be extracted from the 
covariance matrix of the observed measurement variables. With regard to the 
relationships between the individual measurement devices and their associated latent 
constructs (Figure 8.2) two particular parameter estimates, , and are of some 
concern. The Extraversion scale of the EPQ does not appear to indicate reward 
sensitivity to the extent suggested by the literature, and although spouse-rated Positive 
AfFectivity appears to indicate reward sensitivity, spouse-rated Negative Affectivity 
does not significantly indicate punishment sensitivity. The correlations between the 
dispositional mood constructs and control expectancy ((J)2, and <j)3 2) are reasonably small 
indicating that both the latent constructs of reward sensitivity and punishment sensitivity 
are relatively independent of control expectancy. As already indicated, the 05 
covariances can be interpreted as representing the influence of some unspecified factor.
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UESS
PESS 4 .296
= significant path 
= non-significant path
Figure 8.2 Modified, standardised, female measurement model of trait affect
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Because these covariances are evidenced here between scales originating from the same 
measurement instalments these spurious influences may be interpreted as method 
factors.
8.2 Male Mood Temperament M easurement Model
A similar strategy to that used for the female data was used to assess the 
hypothesised measurement structure for male trait affect. Table 8.2 presents a summary 
of the results from the model modification procedure.
Table 8.2
Model fit statistics for the male trait affect measurement model.
S teps x2 d.f. P G F I A G F I
1. H y p o th es ised  m o d e l 5 2 .0 4 26 =  .002 .909 .842
2. +  57 2 4 3 .5 8 25 =  .012 .925 .864
As with the female measurement model, the modification indices for the male 
measurement model indicated that the 0S covariance parameter of 572 should be freed. 
However, unlike the female model there was no significant covariance for the error 
terms associated with the unpleasant and pleasant event strength ratings. Examination 
of the standardised residuals and modification indices suggested that the X parameter 
from reward sensitivity to unpleasant event strength ratings should be freed. However, 
such a major modification was rejected as violating the hypothesised model.
The fit indices generate some doubt as to the adequacy of the fit of the model.
While the GFI and AGFI statistics support the model, the X statistic did not reach an 
acceptable probability level (> .05). Scrutiny of the individual parameters (Figure 8.3) 
indicates that while the observed male measurement model for the punishment 
sensitivity construct is generally similar to that for the observed female measurement 
model, males and females differ with respect to the measurement of reward sensitivity. 
Like the female measurement model, spouse-ratings of negative affectivity were not a 
significant indicator of punishment sensitivity in the male measurement model.
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E PQ N
.307
= significant path 
= non-significant path
Figure 8.3 Modified, standardised, male measurement model of trait affect
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However, unlike the female data, this data did not support spouse-rated positive 
affectivity, the Extraversion scale of the EPQ, or ratings of the strength of pleasant 
events as significant indicators of reward sensitivity.
Figure 8.3 also shows that the standardised parameter between the latent 
constructs of reward sensitivity and control expectancy in the male measurement model 
is negative, though not significant, while in the female measurement model this 
parameter is positive and significant. There was a higher correlation between 
punishment sensitivity and control expectancy extracted from the male data than that 
extracted from the female data.
8.3 Mood Regulation
The measurement model for mood regulation was assessed separately from the 
measurement model for dispositional mood because of the paths hypothesised to exist 
between these latent variables. The mood regulation measurement models (Figures 8.4, 
8.5, and 8.6) are 'just identified' and thus model fit statistics are not appropriate. These 
models were used to generate the reliabilities and factor loadings for the construction of 
a mood regulation manifest variable with FSARD used as the reference variable. The 
Total Coefficient of Determination (an estimate of the reliability of the measurement 
model when only one latent construct is evaluated) for the female measurement model 
was .730 and for the male measurement model was .822.
The fitted models indicate that the Self-Control Schedule loads equally well on 
mood-regulation ability for males and females, however, the loading for Frequency of 
Self-Administered Aflfective-Reinforcing-Directive Stimuli is noticeably lower in the 
male measurement model than in the female measurement model. On the other hand, 
Negative Mood Regulation loads somewhat higher on mood regulation ability for males 
than it does for females.
8.4 Conclusions
The confirmatory factor analysis for the affect temperament variables provides 
mixed support for the proposed measurement model. There are apparent differences
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Figure 8,4 Hypothesised measurement model for mood regulation ability
Figure 8,5 Standardised mood regulation measurement model for females
NMR
NMR
FSARD
FSARD
I
Figure 8.6 Standardised mood regulation measurement model for males
FSARD - Frequency of Self-Administered Affective-Reinforcing-Directive Stimuli 
NMR - Negative Mood Regulation 
SCS - Self-Control Schedule
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between the solutions for the female and male data, particularly with respect to the 
measurement of the latent reward sensitivity construct. For the female data, all of the 
paths for the observed variables proposed to indicate reward sensitivity were significant. 
For the male data, the only significant indicator of reward sensitivity was self-rated trait 
positive affect. This difference probably accounts for the female data being somewhat of 
a better fit to the proposed model than the male data.
For both the female and male data, the self-rated trait positive affect and 
negative affect scales from the PANAS were supported as measures of reward 
sensitivity and punishment sensitivity respectively. Interpretation of the results for the 
spouse-ratings of trait affect, as in the analysis of changes in state mood (see Chapter 
6), are more problematic. Although spouse-rated trait positive affect was a significant 
indicator of reward sensitivity for the female data, it was not for the male data. Further, 
spouse-rated trait negative affect did not significantly indicate punishment sensitivity for 
either the male or the female data. As already discussed, the correlated error term 
between the two spouse-rated measures in both the female and male data sets could be 
due to a method factor generated from the spouse-rated PANAS, the instrument used 
to collect spouse ratings of affect. Flowever, this is not the only possible explanation. As 
pointed out in the analysis of changes in spouse-rated state mood, spouse-ratings could 
be influenced by the rater's own mood state. This could also account for the negative 
covariance between the error terms evident in the trait affect ratings.
The Extraversion scale of the EPQ failed to significantly indicate reward 
sensitivity for the male data and was disappointing in generating only a modest, though 
significant, loading for the female data. This is somewhat problematic given that 
previous literature (Tellegen, 1985; Watson & Clark, 1992a) has clearly argued that this 
scale is an indicator of positive affectivity and, thus, reward sensitivity.
In contrast, the Neuroticism scale of the EPQ was found to be a good indicator 
of its associated punishment sensitivity construct in this model for both the female and 
male samples. This clearly supports Tellegen's (1985) and Watson and Clark's (1992a) 
view that both neuroticism and negative affectivity are indicators of a 'negative 
emotionality' construct.
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The hedonic strength ratings of pleasant events from the PESS were significant 
indicators of reward sensitivity for the female sample but not for the male sample. The 
hedonic strength ratings from the UESS were significant indicators of punishment 
sensitivity for both samples. The correlation between the error terms for PESS and 
UESS was peculiar to the female sample. It is unclear why this correlation was not 
evident in the male data except to point out that the zero-order correlations (Appendix 
D, Table D. 1) show that for females the relationship between the ratings of pleasant 
event strength and unpleasant event strength (.307) was somewhat stronger than that 
for males (. 164).
Overall, the latent constructs of reward sensitivity and punishment sensitivity 
were fairly independent of control expectancy, particularly for the female model. Again, 
there were differences between the female and male models that are some cause for 
concern. The covariance between reward sensitivity and control expectancy was small, 
positive, and significant in the female model, but it was small, negative, and 
non-significant in the male model. Further, the covariance between control expectancy 
and punishment sensitivity for the male model was much larger (.483) than for the 
female model (.283). This, along with the previous pattern of results for the indicators 
of the constructs, does raise doubts about the similarity of the constructs under 
investigation for males and females. The differences between the observed covariance 
structures for females and males with regard to this measurement model also raise some 
questions about the similarity of the measurement processes between the sexes.
With regard to the mood regulation measurement models, although the fit of the 
models was not assessed it can be concluded that the Self-Control Schedule, Frequency 
of Self-Administered Affective-Reinforcing-Directive Stimuli, and Negative Mood 
Regulation measures constitute a reliable measurement structure for the latent construct 
of mood regulation ability. There are, however, some differences between the 
measurement structures generated fcjr the male and female samples.
In summary, the results of the confirmatory factor analysis offer some support 
for the measurement model of reward sensitivity and punishment sensitivity. The 
observed model generated from the female data was more similar to the hypothesised
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model than the observed model generated from the male data. Both data sets generate 
some doubt as to the validity of using the spouse-ratings of trait mood as indicators of 
the temperament constructs. Further, the results do not support the view that 
extraversion, as measured by the EPQ, could be equated with reward sensitivity/positive 
affectivity. Finally, the results from the confirmatory factor analysis for the mood 
regulation ability construct generate a reliable measurement structure using the 
indicators included in this study.
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CHAPTER NINE 
PATH MODELS
In Chapter Four a general model of psychological health was presented that had 
been developed out of the existing personality, mood, and psychological health 
literature. It was argued that the utility of this model could be evaluated by applying it 
to the childbearing context and attempting to account for individual differences in 
psychological health. The means by which that evaluation will be accomplished here is 
through path analysis using structural equation models. The purpose of path modelling 
is to predict various dependent (endogenous) variables from a combination of 
independent (exogenous) variables and intermediate (endogenous) variables. A number 
of methodological considerations have influenced the way in which the path analysis 
technique has been implemented in this study. Although some of these points were 
raised earlier it will be useful to reiterate them here.
Similar to the confirmatory factor analysis, the dependent, 'couple' status of the 
data led to the decision to consider the male and female data separately. To reduce the 
impact of the reduction of the sample size following from this strategy, a manifest 
variable approach was used in which the latent constructs of reward sensitivity, 
punishment sensitivity, and mood regulation ability, created from the measurement 
models, were used in the path analysis.
There were two a priori models to be evaluated. The psychological health 
model, which has psychological well-being and psychological distress as outcomes, and 
the mood model, which has state positive mood and state negative mood as outcomes. 
Both of these models were evaluated separately at each relevant stage of the 
childbearing process. Outcomes at one stage were not linked in the models to 
outcomes at other stages. This means that while the analyses can still be considered 
prospective, in that dependent variables at a later stage were still predicted by 
independent variables measured at an earlier stage, they cannot be considered 
multi-wave. In a multi-wave analysis outcomes at an earlier stage would be linked to
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outcomes at a later stage. Such an approach was not implemented here because of the 
restrictions created by the relatively small sample size, as previously discussed.
These considerations generate a large number of separate path analyses. For the 
second trimester, third trimester, and three months postpartum data there were four 
separate analyses each (2 (sex) x 2 (model)) while for the immediate postpartum data 
(day 10) there were only two analyses (female and male) because psychological health 
was not assessed at this measurement point. Thus, there was a total of 14 separate path 
models to be tested. In the interests of brevity only the second trimester analyses will 
be presented here to demonstrate the application of the analytic technique. The results 
from the remaining analyses, that is the third trimester, day 10 postpartum, and three 
months postpartum data, are fully reported in Appendix F. However, a summary of the 
results of the analyses for all of the path models is presented later in this chapter 
(Section 9.4).
9.1 The Analytic Process
The proposed psychological health path model, which contains a combination 
of observed and latent variables, is presented in Figure 9.1. The proposed state mood 
model is similar to this except that state positive affect (indicated by the state positive 
affect scale from the PANAS) replaces psychological well-being and state negative 
affect (indicated by the state negative affect scale from the PANAS) replaces 
psychological distress. To assist the reader who is unfamiliar with the LISREL notation 
for path diagrams the following key is presented.
x = an observed or manifest, exogenous, independent variable
y = an observed indicator of an endogenous variable
T] = a latent endogenous (either mediating or dependent) variable
X  = coefficient of the regression of y on T|. Defined here as the variance of y 
multiplied by the square root of the reliability coefficent of y (either 
Cronbach's a  or the Total Coefficent of Determination).
y  = a structural parameter from an exogenous variable to an endogenous 
variable
P = a structural parameter from an endogenous variable to another endogenous 
variable.
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S = measurement error associated with y. Defined here as the (variance of y)2 
multiplied by one minus the reliability coelTicent of y (either Cronabach's a  
or the Total Coefficent of Determination).
Cj = equation errors (similar to regression residuals).
The path models analysed here are 'Fixed - X' models (Jöreskog & Sörbom, 1990). 
Similar to a simple multiple regression approach, this means that exogenous 
(independent) variables are free to covary with each other. For ease of presentation 
these covariances, represented by double-headed curved arrows between variables in 
LISREL diagrams, will not be shown in any of the path diagrams presented here (e g. 
Figure 9.1).
9.1.1 Manifest variables
Given the relatively small number of subjects in the sample, introduction of the 
full measurement models into the structural equation path models was not considered 
appropriate. The latent exogenous variables of Reward Sensitivity, Punishment 
Sensitivity and Control Expectancy were therefore transformed into observed 
exogenous variables by using factor scores from the measurement model solutions.
This approach varies from the 'true' manifest variable strategy employed by some 
authors (e.g. Holmes-Smith & Rowe, 1994). This is because factor loadings and 
reliability estimates for manifest variables are traditionally generated from single-factor 
congeneric measurement models and not from multiple-factor congeneric measurement 
models. Given that both the male and female models indicated some degree of 
correlated error in the indicators across the latent constructs of reward sensitivity and 
punishment sensitivity, it was considered doubtful whether factor loadings and 
reliability estimates based on separate single-factor solutions for each latent variable 
would be valid for these constructs.
Because Mood Regulation Ability was assessed with a single factor model this 
construct was treated as a manifest variable in the path models. The factor variable and 
its associated reliability (based on the Total Coefficient of Determination) generated 
from the measurement model were used in constructing a single indicator of the latent 
mood regulation ability construct. The outcome variables in each model were also
M
H
I 
- 
PW
B
162
Q
Fi
gu
re
 9
.1
 
H
yp
ot
he
si
se
d 
ge
ne
ra
l 
ps
yc
ho
lo
gi
ca
l 
he
al
th
 m
od
el
163
treated as latent constructs with reliability coefficients (Cronbach's a) used to estimate 
the X, and s terms.
Because some of the model non-critical variables are either ordinal or 
dichotomous in nature, the PRELIS computer program (Jöreskog & Sörbom, 1988) 
was used to generate the mixed matrices of product-moment, polyserial and polychoric 
correlations on which the path analyses are based. These correlation matrices are 
presented in Appendix D.
9.1.2 Variables in the analysis
Limitations in the sample size also dictated that a judicious choice be made of 
variables to be included in the analysis. For this reason, not all possible exogenous 
variables collected were included in the path analysis. Only those exogenous variables 
that have theoretical or logical importance, or have demonstrated an impact on similar 
outcome variables in previous studies, were included. Applying the LISREL 
terminology to the current models and constructs under consideration, the variables 
used in the analysis have been classified according to their role in the path models.
Model non-critical exogenous variables
These were observed independent 'x' variables that have either theoretical or 
demonstrated empirical importance in the psychological outcome of the childbearing 
process. They are considered to be background variables and are not particular to 
either the psychological health model or the state mood model. In the path diagrams 
presented below these variables are placed on the right side of the figure.
Model critical exogenous variables
These were independent 'x' variables hypothesised as important in the general 
models to be tested. Three of these variables, reward sensitivity, punishment sensitivity, 
and control expectancy, were considered to be trait like and were based on factor 
regression scores from the mood temperament measurement model. The other two 
variables, unpleasant event frequency and pleasant event frequency, were observed
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state variables measured in the second trimester, third trimester, and third postpartum 
month.
Endogenous variables
One of these variables, mood regulation, was a latent 'if mediating construct, 
indicated by a manifest variable based on the previously presented single-factor 
congeneric measurement model for mood regulation. The other two variables, either 
psychological distress and well-being or state positive affect and state negative affect, 
could be considered dependent variables and were latent 'q' constructs based on single 
indicators. Measurement error and construct loadings based on reliability estimates of 
these scales (Cronbach's a  -  see Chapter 5)) were employed in the path models.
9.1.3 Model modification procedure
A model modification procedure was employed based on an iterative process 
outlined by Saris and Stronkhurst (1984). Model modification proceeded through a 
number of steps.
1. A model that contained no y or ß paths was evaluated to establish a baseline 
for the degree of improvement of fit offered by subsequent modifications. 
This is called the 'null' model.
2. The model containing the hypothesised y and ß paths but excluding y paths 
from the model non-critical exogenous variables was evaluated. This is 
called the 'hypothesised' model.
3. The y paths from model non-critical exogenous variables were progressively 
freed (stepwise) based on a number of criteria. (1) the LISREL modification 
index for that particular path was greater than five (see Jöreskog and 
Sörbom, 1989; 1990), and (2) the relationship between the indicated 
variables was plausible. Paths with the highest modification index were 
freed first.
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4. Freeing of ß paths between endogenous variables were considered next 
again using the modification indices as a guide. Note that no paths from the 
'state' outcome variables were allowed to go to the 'semi-trait' mood 
regulation variable. Such paths were considered as violating the integrity of 
the basic hypothesised model.
5. Freeing of y paths from model critical exogenous variables were considered 
next, again using the criteria of the magnitude of the modification index but 
with a stricter interpretation of an adequate theoretical rationale for the new 
path.
6. The penultimate step was the block deletion of any non-significant 
unhypothesised paths. It is not unusual in the testing of such models to find 
that some paths added in the model modification process may become 
non-significant as modifications proceed (Saris & Stronkhorst, 1984). 
Following the recommendations of Jöreskog and Sörbom (1989), paths with 
a reported LISRJEL 7-value of less than 1.96 were dropped as a block in 
the final step However, note that no hypothesised paths were dropped from 
the analyses even if the reported 7-value was less than than critical level. 
This was done to facilitate comparison of the performance of the 
hypothesised structure across the female and male data and the dependent 
variable sets.
7. The final step was the calculation of a model in which all the non-critical 
exogenous variables lacking paths to endogenous variables were removed 
from the analysis. This is called the 'reduced set' and is presented as a 
comparison to the fully modified model containing all the non-critical 
exogenous variables.
Model fit statistics are reported for each modification made to the model. In 
addition to the fit statistics previously described (see Chapter 7), an additional fit 
statistic, the Root Mean Square Residual (RMSR), is also reported for the path models. 
The RMSR is the average squared difference between observed and predicted
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correlations and values of less than 0.10 indicate that the model is an adequate fit. 
Further, the relative improvement of the original model and its subsequent 
modifications over the null model are also reported via an incremental fit statistic, the 
Tucker-Lewis Index (Marsh, Balia, and McDonald, 1988; Tucker and Lewis, 1973). 
TLI values of greater than 0.9 are typically considered satisfactory.
9.2 Second Trimester - Psychological Distress and W ell-Being
This analysis was based on the psychological health model with outcomes 
operationalised as psychological well-being (MHI-PWB) and psychological distress 
(MH1-PD) experienced in the past month, during the second trimester of pregnancy. 
The hypothesised model is presented in Figure 9.1. Table 9.1 presents a list of the 
variables used in this analysis.
Table 9.1
Variables Used in the Second Trimester Path Models
Type Variable
Exogenous variables (x type)
- Model critical 1. Reward Sensitivity (RS)
2. Control Expectancy (CE)
3. Punishment Sensitivity (PS)
4. Pleasant Event Frequency (PE)
5. Unpleasant Event Frequency (UE)
- Model non-critical 6. Age
7. Anticipated difficulty of life-style changes
8. Parity
9. Perceived financial situation of the couple
10. Social support
11. Love in the marital relationship
12. Conflict in the marital relationship
13. The extent to which the pregnancy was 
planned
14. Expected difficulty in dealing with the baby
Endogenous variables (r| - type)
1. Mood Regulation Ability (MR)
2. Psychological Well-being (PWB)
3. Psychological Distress (PD)
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9.2.1 The female model
The first model to be evaluated was based on the female psychological distress 
and well-being data from the second trimester of pregnancy. A table of 
product-moment, polyserial, and polychoric correlations for these data can be found in 
Appendix D (Table D.5). During the model modification procedure six paths from 
model non-critical exogenous variables to endogenous variables were freed (Table 9.2). 
At the ninth and tenth steps the modification indices suggested the freeing of the ß 
paths from psychological well-being to psychological distress and from psychological 
distress to psychological well-being resulting in a non-recursive or reciprocal 
relationship between these two variables. The penultimate step involved the refixing of 
some previously freed model non-critical y paths based on non-significant T-values (i.e. 
< 1.96) for these particular parameters. The fully modified model is presented in Figure 
9.2.
Table 9.2
Psychological Health Model Correction Steps for the Female Second Trimester Data
Model Steps x 2 d.f. P GF1 AGF1 RMSR TLI
1. Null model 433.65 45 <001 0.746 0.137 0.183
2. Hypothesised model 220.78 36 <.001 0.848 0.353 0.068 0.406
3 - + 7 2 . 8 204.98 35 <.001 0.855 0.367 0.064 0.438
4 + r 2 . „ 194.91 34 <.001 0.861 0.377 0.059 0.452
5 - + Y j . l O 180.92 33 <.001 0.875 0.419 0.055 0.481
6 + T 2 . l 2
175.03 32 <.001 0.882 0.435 0.053 0.482
7 - + Y 2 . 14
168.63 31 <.001 0.889 0.451 0.051 0.486
8 + T 3 . i i 163.38 30 <.001 0.890 0.441 0.045 0.485
9 -  + P 2 . 3 85.64 29 <.001 0.933 0.645 0.034 0.774
1 0  + P , 2
68.86 28 <.001 0.947 0.709 0.025 0.831
^  “  7 2 . 1 2 ’ T 3 . l l »  T 2 .1 4
74.40 31 <.001 0.941 0.711 0.028 0.838
Fully modified model
12. Reduced Set 35.18 13 = . 0 0 1 0.952 0.758 0.027
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Table 9.3
Fully Modified Model Squared Multiple Correlations for Structural Equations'
M ood Regulation Psych. W ell-being Psych. Distress Coefficent o f  Determination
.626 .946 .875 .983
9.2 A A Model fit
By the end of the modification procedure the model fit statistics indicated only 
mixed support for the hypothesised psychological health model. For the fully modified
model X  was not significant (<.05), the AGFI was smaller than the critical value (0.8), 
and the TLI was smaller than its recommended critical value (0.9) indicating that the 
model was not a good fit to the data. On the other hand the GFI was above the critical 
value (0.9) and the RJV1SR was quite low (< 100) providing some support for the 
model. Removal of the redundant model non-critical variables in the reduced set 
analysis did not increase the model fit to a more acceptable level. The squared multiple 
correlations (Table 9.3) indicate that while mood regulation was not explained 
particularly well by the model (as would be expected given that it is only an 
intermediate variable), both PWB and PD were well explained in terms of variance 
accounted for.
9.2.1.2 Parameters
Standardised direct effects are reported in Figure 9.2. Tables of total and 
indirect effects are given in Appendix E (Tables E. 1 to E.4).
Model non-critical paths
The majority of the non-critical exogenous variables were found to be 
non-significant in the fully modified model. Age, anticipated difficulty in coping with 
lifestyle changes, the couple's perceived financial situation, level of conflict within the 
marital relationship, the extent to which the pregnancy was planned, and the expected
1 The squared multiple correlations for the structural equations indicates the proportion of variance 
in the endogenous variables accounted for by the variables in the structural equations. The CoefTicent 
of Determination is a measure of the joint effect of all the structural equations.
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difficulty in dealing with the new baby were all found not to be substantially predictive 
of psychological health in the second trimester of pregnancy for females. The remaining 
three non-critical exogenous variables were found to have significant, though small, 
direct relationships with psychological well-being. Social support and love in the 
marital relationship positively influenced psychological well-being while parity 
negatively influenced psychological well-being. The negative relationship between 
parity and psychological well-being indicates that experienced mothers reported lower 
levels of well-being than women expecting their first child.
Model critical paths
The path analysis provides no evidence that either reward sensitivity or mood 
regulation ability aid in the prediction of psychological health variables for women in 
the second trimester of pregnancy. The extent to which punishment sensitivity is shown 
to influence psychological distress was also less than would be expected.
Of the three paths hypothesised to be important in predicting psychological 
well-being only the path from the frequency of pleasant events experienced in the past 
month was significant. The failure of reward sensitivity and mood regulation ability to 
significantly influence self-reports of psychological well-being constitutes a major 
failure of the hypothesised system of relationships. Of the three paths hypothesised to 
be important in accounting for self-reports of psychological distress, only the path from 
mood regulation ability was non-significant. However, the strength of the paths from 
punishment sensitivity and unpleasant event frequency to psychological distress were 
somewhat more modest than anticipated. The failure of mood regulation ability to 
predict psychological distress represents a major failure of the hypothesised covariance 
structure.
With respect to the determinants of mood regulation ability, high scores on the 
Locus of Control of Behaviour scale indicate externality so that in this context one 
would expect a negative path between control expectancy and mood regulation ability. 
The more one believes that external events or forces are in control of our behaviour 
then the more likely it is that one also has not developed an available repertoire of 
self-initiated mood modifying strategies. While the negative value of this coefficent was
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confirmed, the magnitude was somewhat less than would be expected. On the other 
hand, the magnitude of the y paths from reward sensitivity and punishment sensitivity 
to mood regulation ability are quite substantial. Clearly, reward sensitivity had a 
moderate positive influence on mood regulation ability while punishment sensitivity had 
a moderate negative influence on this behavioural repertoire. The relatively small 
multiple correlation for mood regulation ability of .625 was not unexpected in this 
model given that this construct was proposed as an intermediate semi-trait variable 
between the trait temperament influences and state outcomes. The model was designed 
to be chiefly explanatory of these state outcomes and not of the full development of 
mood regulation ability.
The co-dependence between psychological well-being and distress is 
conceptually unproblematic but creates some empirical difficulties in the interpretation 
of the model. It is quite easy to conceive that psychological well-being and 
psychological distress may be linked in a feedback or reciprocal relationship. However, 
given the problems associated with using indicators based on measures such as the 
Mental Health Index already discussed (see Chapter 2), caution should be used when 
interpreting this type of result. While a reciprocal relationship may be plausible there 
remains some question as to whether such a finding is just an artifact of the 
measurement instruments used.
An alternative strategy to freeing the ß paths between the outcome measures 
(ß23 and ß32) would have been to free the covariance path between the associated 
error/residual terms (Qand C3) for these variables. Such a strategy, while more or less 
empirically equivalent to the strategy chosen, is less theoretically palatable. It would 
suggest that there is some confounding variable, not assessed, that accounts for the 
large degree of covariance between the two variables in question. The position taken 
here is that it is more likely, as already suggested, that psychological well-being and 
psychological distress do impact on each other, if not in the 'real' sense then at least in 
terms of confounding of measurement.
A consequence of introducing the ß paths between psychological well-being 
and psychological distress in the model was that it also generated new indirect paths
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between exogenous variables and the outcome measures, some of which were 
significant. For example, Table E.2 (Appendix E) shows an indirect effect of 
punishment sensitivity on psychological well-being (-.307) which is of a similar 
magnitude to the direct effect of punishment sensitivity on psychological distress. 
Amongst others, unpleasant event frequency had a significant indirect effect (-.259) on 
psychological well-being and pleasant event frequency had a significant indirect effect 
on psychological distress (-.235).
9.2.2 The male model
A similar testing strategy was employed for evaluating the second trimester 
psychological health data for the male spouses in the sample. The product-moment, 
polyserial, and polychoric correlations for these data are given in Appendix D (Table 
D.6). During the modei modification procedure (Tabie 9.4) three paths from the model 
non-critical exogenous variables to endogenous variables were freed. At the sixth step 
the modification indices suggested the freeing of the ß path from psychological distress 
to psychological well-being. The fully modified model is presented in Figure 9.3.
Table 9.4
Psychological Health Model Correction Steps for the Male Second Trimester Data
Model Steps x 2 d.f. P GFI AGFI RMSR TLI
1. Null model 380.03 45 <.001 0.774 0.231 0.184
2. Hypothesised model 130.56 3 6 <.001 0.901 0.578 0.073 0.647
3  + ? 2 . , t
94.62 35 <.001 0.922 0.661 0.046 0.771
4- + r , . s 73.14 34 <.001 0.937 0.718 0.040 0.845
5  + T 2 .9
63.79 33 <.001 0.943 0.743 0.035 0.875
6. + ß23 52.53 32 =.013 0.952 0.772 0.030 0.914
Fully modified model
7. Reduced Set 21.13 14 =.098 0.968 0,844 0.026
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Table 9.5
Fully Modified Model Squared Multiple Correlations for Structural Equations
M o o d  R e g u la t io n P sy ch .  W e l l - b e i n g P sy c h .  D is t r e s s C o e f f i c e n t  o f  D e te r m in a t io n
0 .6 5 4 0 .7 3 9 0 .7 6 9 0 .9 6 3
9.2.2.1 Model fit
By the end of the model modification procedure the model fit statistics 
indicated that the psychological health model for males in the second trimester was,
with some reservations, an adequate fit to the data. While the X and the AGFI 
statistics indicated that the fully modified model was not an adequate fit, the GFI, 
RMSR, and TLI indicated that the model was supported. Further, when all redundant 
exogenous variables were removed from the analysis (reduced set) all of the relevant 
model fit indices supported the model as an adequate fit to the data. The squared 
multiple correlations (Table 9.5) indicate that both of the psychological health variables 
were reasonably well explained by the model. Similar to the the results for the female 
data, the mood regulation construct was somewhat less well explained but this is 
acceptable given its role as an intermediate variable.
9.2.2.2 Parameters
Standardised direct effects are reported in Figure 9.3. Total and indirect effects 
can be found in Tables E.5 to E.8 of Appendix E.
Model non-critical paths
The majority of the non-critical exogenous variables did not influence 
psychological health significantly in the fully modified model. Age, anticipated difficulty 
in coping with life-style changes, social support, conflict in the marital relationship, the 
extent to which the pregnancy was planned, and the expected difficulty in dealing with 
the new baby were all found not to be substantially related to the psychological health 
outcome variables in the second trimester of pregnancy for males. Parity was found to 
have a weak positive influence on psychological distress indicating that multiparous 
fathers reported more distress than primiparous fathers. The perceived financial
175
situation of the couple had a small negative influence on psychological well-being. This 
is contrary to what would be expected given that the perceived financial situation 
variable is scored so that higher values indicate higher income. Similar to the female 
data, love in the marital relationship positively influenced psychological well-being 
although for the male data this path was somewhat stronger.
Model critical paths
The results for the three paths hypothesised to be important in accounting for 
psychological well-being in the model were somewhat mixed. The path from pleasant 
event frequency was significant and of a reasonable magnitude, the path from reward 
sensitivity was significant although quite weak, and the path from mood regulation 
ability was non-significant. These last two results are clearly problematic in terms of the 
hypothesised psychological health model. The major paths predicting psychological 
distress are somewhat better, with both unpleasant event frequency and punishment 
sensitivity significantly influencing this outcome variable to a reasonable degree. 
However, mood regulation ability again fails to significantly influence psychological 
distress.
For this sample of male spouses, the covariance structure for the second 
trimester data suggested that there should be a negative ß path from psychological 
distress to psychological well-being. Such a modification is theoretically reasonable and 
indicates that higher levels of psychological distress, to an extent, result in decrements 
in self-reports of psychological well-being.
One finding of particular concern in these results is the sign of the y path from 
the exogenous variable of control expectancy to the endogenous intermediate variable 
of mood regulation. Given the way in which these variables were operationalised, it is 
hypothesised that this path should have a negative value. Yet, the results indicate that 
for this data set it was positive. This is despite the fact that the zero order correlation 
between these variables was negative though quite small (-.177; Appendix D Table 
D.6). This suggests that a suppressor effect was in operation. The paths from reward 
sensitivity and punishment sensitivity to mood regulation ability in the male sample
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were supported and appear to be somewhat stronger than the same paths in the female 
data set.
9.2.3 Comparison between the female and male solutions
The path analysis solutions for the female sample and their male spouses differ 
in a number of ways. Importantly, the male data appears to generate a better fit to the 
final model than the female data, particularly when one considers the reduced set model 
fit statistics. The pattern of relationships between the model non-critical exogenous 
variables and the model critical endogenous variables was different between the 
analyses. While parity had a slight negative influence on psychological well-being for 
females it had a positive and more substantial influence on psychological distress for 
males. However, there was a small but significant indirect effect (.120) of parity on 
psychological distress in the female data. Social support had a small positive influence 
on well-being for women but was non-significant in the male analysis. On the other 
hand, the perceived financial situation of the couple negatively influenced well-being 
for the males but was not significant for the females. For both males and females, love 
in the marital relationship was found to positively influence psychological well-being in 
the second trimester of pregnancy, although this relationship was somewhat more 
substantial for the males than the females.
With respect to the model critical paths, the observed analyses generated a 
reciprocal relationship between psychological well-being and psychological distress for 
the female data. However, for the male data there was only a ß path from psychological 
distress to psychological well-being introduced. Further, this path from psychological 
distress to psychological well-being was much weaker in the male model than in the 
female model. This is perhaps a reflection of the fact that the zero-order correlation 
between these two variables was also much higher for the female data (-.820) than for 
the male data (-.465) (see Appendix D, Tables D.5 and D.6).
The observed male and female models were also different in that the y paths 
from the temperament constructs of reward sensitivity and punishment sensitivity to 
their associated psychological outcome variables were stronger for the males than the
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females. A further difference in the analyses concerns the relationship between the 
observed control expectancy variable and the latent mood regulation ability construct. 
While this y path was of the correct positive sign for the female sample it was of the 
opposite expected sign in the analysis of the male data.
The male and female analyses were similar in that they both failed to 
demonstrate significant ß paths from mood regulation ability to either of the 
psychological outcome variables. As has already been pointed out, this is a major 
failure of the hypothesised model. On the other hand, the paths from reward sensitivity 
and punishment sensitivity to mood regulation ability were supported in both observed 
models.
9.3 Second Trimester - Positive and Negative State Affect
A similar strategy and variable set was used to analyse the models with state 
postive affect (Pa) and state negative affect (Na) replacing the endogenous outcome 
variables of psychological well-being and psychological distress respectively.
9.3.1 The female model
This analysis was based on the female state positive affect and state negative 
affect data from the second trimester of pregnancy. A table of product-moment, 
polyserial, and polychoric correlations for this data can be found in Appendix D (Table 
D.7). Table 9.6 presents model fit results from the iterative modification procedure. In 
the third step of the modification procedure the LISREL modification indices 
suggested that the y path from age to state negative affect be freed. In the fourth step 
the ß path from positive state affect to negative state affect was freed. The modification 
indices also indicated that the covariance parameter (v|/ )  between the residual terms (Q 
for mood regulation and negative state affect should be freed. However, freeing this 
parameter resulted in an unstable solution with one standardised parameter being 
greater than unity. Thus, model modification was halted after the fourth step. The fully 
modified model is presented in Figure 9.4.
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Table 9.6
State Mood Model Correction Steps for the Female Second Trimester Data
M o d e l  S teps r d.f. P G F I A G F I R M S R T L I
1. N ull 2 7 3 .8 7 45 <.001 0 .813 0 .365 0 .1 4 9
2. H y p o th es ised  m o d e l 80.91 36 < .001 0 .9 3 0 0.701 0 .0 3 9 0.755
3 +T3.6 72 .4 2 35 < .001 0 .934 0.711 0 .0 3 7 0 .790
4  +  ß  3.2
5 6 .5 7 34 = .0 0 9 0 .9 4 6 0 .7 5 7 0 .0 3 2 0 .869
Fully m o d if ie d  m o d e l
5. R e d u c e d  set 2 0 .7 9 10 = .023 0 .958 0 .8 1 2 0 .033
Table 9.7
Fully Modified Model Squared Multiple Correlations for Structural Equations
M o o d  R eg u la t io n Positive  a ffec t N eg a t iv e  affec t C o eff icen t  o f  D e te rm in a t io n
0 .6 3 7 0 .4 7 2 0 .7 5 6 0 .9 2 9
9.3.1.1 Model fit
The model fit statistics indicate that the fit of the model to the data could be 
considered borderline with only the GFI and RMSR reaching appropriate levels. The 
reduced set analysis increased the fit of the model to a somewhat more acceptable
n )
level, however, the probablity value for % was still below .05. The multiple correlation 
coefficients for the structural equations (Table 9.7) indicate that when the mood 
variables are used as outcome measures a smaller percentage of the variance is 
accounted for than when the psychological health variables are used. The explanation 
of the variance in state positive affect is particularly poor.
9.3.1.2 Parameters
Standardised direct effects are reported in Figure 9.4. Total and indirect effects 
are reported in Tables E.9 to E. 12 of Appendix E.
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Model non-critical paths
A major feature of the completely modified model presented here was the 
general independence of either state mood dimension from the effects of the model 
non-critical exogenous variables. The exception was age which negatively influences 
negative state mood reported in the second trimester. This indicates that the older the 
subject the lower the level of negative affect reported.
Model critical paths
Only one additional critical path was added to this model, a ß path from state 
positive affect to state negative affect. This can be contrasted with the psychological 
health model in which reciprocal paths between psychological well-being and 
psychological distress were indicated. In this state mood model both reward sensitivity 
and punishment sensitivity influence the outcome variables to a much greater extent 
than in the previous psychological health models. However, similar to the psychological 
health model, mood regulation does not influence psychological outcomes, in this 
instance mood states, for women in the second trimester of pregnancy. As one would 
expect, the paths to mood regulation ability were similar to those found in the 
psychological health model analysis given that these were essentially based on the same 
data.
9.3.2 The male model
Product-moment, polyserial, and polychoric correlations for the male second 
trimester mood data are reported in Table D.8 of Appendix D. Model fit results front 
the iterative model modification procedure can be found in Table 9.8. The model 
modification procedure for the second trimester male mood model involved seven steps 
to the final fully modified model. The first two steps involved the introduction of the 
null model and the hypothesized model. Steps three through to five involved the freeing 
of model non-critical y paths. A ß path from state negative affect to state positive affect 
was freed in step six and a y path from unpleasant event frequency to state positive 
affect was freed in the final step. Figure 9.5 presents the fully modified model.
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Table 9.8
State Mood Model Correction Steps for the Male Second Trimester Mood Data
M o d e l  S teps r d.f. P G F I A G F I R M S R T LI
1. N ull 317 .05 45 < .001 0 .801 0 .3 2 4 0 .154
2. H y p o th e s ise d 127.08 36 < .001 0 .8 9 9 0 .5 7 0 0 .058 0 .582
3  - +  Y 2 . 1 4
115.82 35 < .001 0 .9 0 8 0 .5 9 9 0.053 0 .618
4 + r 3.,0 109.89 34 < .001 0 .9 1 4 0 .613 0 .049 0.631
5 + Tm , 104.58 33 < .001 0 .9 1 6 0.611 0.051 0.641
6. +  ß 23 7 5 .7 0 32 < .001 0 .9 3 0 0 .6 6 4 0 .040 0.775
^  +  Y 2 .5 69 .4 9 31 < 0 0 1 0 .935 0 .6 7 9 0 .039 0.795
Fully  m o d if ie d  m o d e l
8. R e d u c e d  se t 3 4 .46 13 = .001 0 .9 4 6 0 .7 2 9 0.043
Table 9.9
Fully Modified Model Squared Multiple Correlations for Structural Equations
M o o d  R e g u la t io n Positive  affec t N e g a t iv e  a ffec t C o e ff icen t  o f  D e te rm ina tion
0 .6 8 6 0 .875 0 .3 9 4 0 .934
9.3.2.1 Model f i t
The TLI statisitic, yj, and the AGFI all indicated that this model was still not 
an adequate fit to the data by the end of the modification procedure. The removal of 
the redundent exogenous variables in the reduced set analysis failed to improve the 
model fit to a more acceptable level.
9.3.2.2 Parameters
Standardised direct effects are reported in Figure 9.5. Total and indirect effects 
are reported in Tables E. 13 to E. 16 of Appendix E.
Model non-critical paths
For the males in the second trimester of pregnancy, the majority of the model 
non-critical exogenous variables failed to influence state mood outcomes. Love in the 
marital relationship did, however, positively influence state positive affect and social
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support was found to negatively influence state negative affect. Contrary to vvliat one 
might expect, expected difficulty in dealing with the baby positively influenced state 
positive affect although this effect was fairly weak.
Model critical paths
Two model critical paths were added to the Hilly modified model. Firstly, a ß 
path from state negative affect to state positive affect, and secondly, a y path from 
unpleasant event frequency to state positive affect. Although the inclusion of the path 
from negative affect to positive affect is not in itself problematic, the sign of the 
resultant parameter estimate is surprising. It could be expected, as in the observed 
female model, that state positive affect and negative affect may be inversely related to 
some extent. Yet, in the observed model for males there was a positive path from 
negative affect to positive affect generated. This would suggest that higher levels of 
negative affect result in higher levels of positive affect. Examination of the zero-order 
correlations between these outcome variables (.062; Appendix D Table D.8) for the 
male sample does not shed much light on this finding. With regard to the other model 
critical path added to the observed model, it was the theoretical expectation that 
unpleasant event frequency should only influence state negative affect. Thus, a direct 
path from unpleasant event frequency to positive affect represents a major alteration in 
the hypothesised structure. The resultant path is also problematic in that it was positive 
rather than negative, indicating that a greater frequency of aversive events was 
associated with higher levels of positive affect. Further, in this analysis the y path from 
pleasant event frequency to state positive affect was negative, opposite in sign to that 
predicted. This would suggest that as the frequency of pleasant events in the last month 
increased, positive mood actually decreased.
As was the case for the psychological health model, the ß path from mood 
regulation ability to negative affect was not significant. However, unlike the 
psychological health model, the ß from mood regulation ability to positive affect was 
significant and reasonably strong. As would be expected from the results of the second 
trimester psychological health model for males, the y path from control expectancy to 
mood regulation ability was opposite in sign to that predicted.
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9.3.3 Comparison between the female and male solutions
The pattern of relationships between the model non-critical exogenous variables 
and endogenous variables for the second trimester mood data is quite dissimilar across 
the female and male samples. For the females, age was found to influence state negative 
affect but none of the other non-critical exogenous variables impacted on either of the 
affect outcome variables. For the male sample, social support negatively influenced 
negative affect while both love in the marital relationship and expected difficulty in 
dealing with the baby positively influenced positive affect.
With regard to the model critical paths, there are major differences between the 
two analyses. Firstly, there was a weak and positive direct influence of unpleasant event 
frequency on positive affect in the male analysis that is not evident in the female 
analysis. Secondly, the ß path from mood regulation ability to positive affect was quite 
strong in the male analysis but was non-significant in the female analysis. Thirdly, while 
there was a ß path from negative affect to positive affect in the male analysis this 
influence was in the opposite direction and of the opposite sign for the female analysis. 
Fourthly, while the y path from reward sensitivity to positive affect was strong and the 
y path from punishment sensitivity to negative affect was weaker in the male sample the 
reverse was true for the female analysis. That is, there was a relatively weak y path 
from reward sensitivity to positive affect and a much stronger y path from punishment 
sensitivity to negative affect. Finally, in the male analysis both the y path from control 
expectancy to mood regulation ability and the y path from pleasant event frequency to 
positive affect are the opposite sign to those in the observed female model.
9.4 Summary of Results for the Path Analyses
The overall results, in terms of the covariance structure fit indices for all of the 
models tested, do not support the hypothesised general psychological health model - 
either when using the broad psychological health dimensions of well-being and distress 
as outcomes or the more circumscribed state mood dimensions of positive and negative 
affect. Models with the well-being and distress constructs generated adequate fit
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indices when using the second trimester male data and the third trimester data for both 
males and females. However, both of these latter models involved substantial 
alterations to the hypothesised form. Table 9 10 presents a summary of the results for 
all of the models evaluated using psychological well-being and psychological distress as 
outcomes. With respect to the models employing the state mood data, only three of the 
reduced set analyses resulted in adequate fit indices and there was considerable 
variation in the models across sexes and over time. Table 9.11 presents a summary of 
the results for all of the models evaluated using positive affect and negative affect as 
outcomes. Results for the third trimester, 10 day postpartum, and three months 
postpartum models are presented more fully in Appendix F.
9.4.1 The role of'top-down' variables
In accordance with the top-down model of psychological health, it was argued 
that individual differences in the dispositions of reward sensitivity and punishment 
sensitivity would directly influence the psychological outcomes of well-being/positive 
affect and distress/negative affect respectively. Further, it was argued that the general 
expectancy of control that an individual holds would influence the development of 
specific mood regulation strategies by that individual.
9.4. J. 1 Reward sensitivity
Reward sensitivity was hypothesised to be a major influence on the 
psychological health of the research participants in terms of well-being and positive 
affect. In all but one of the models reward sensitivity was found to be a significant 
predictor of psychological well-being/positive affect. When psychological well-being 
was used as the outcome measure, reward sensitivity influenced male outcomes more 
than it did female outcomes. The parameter estimates for this path in the female models 
were typically quite modest and lower than was expected. In one of the analyses, the 
third trimester model for females, reward sensitivity also positively predicted 
psychological distress. This indicates that at this time greater reward sensitivity was
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Table 9.10
Summary of Path Estimates for the Female and Male Psychological Health Models.
Paths Second Trimester Third Trimester Third Post. Month
Female Male* Female* Male* Female Male
Hypothesised Model Critical Paths
Yu .490 .677 . 482 . 696 .421 .740
y i.2 -.267 .277 -.260 .273 -.226 .282
y  is -.508 -.637 -.511 -.621 -.546 -.659
yu -.038 .194 .197 .344 .190 . 304
y 2.4
.315 .311 .298 .286 .202 .355
Y3.3
.315 .577 .421 .748 .256 .453
Y3.5
.265 .362 .266 . 388 .230 .345
ßu .033 -.031 - . 001 -.052 -.053 -.280
ß u
.081 -.019 .054 .015 .091 -.101
Additional Model Critical Paths
ß 2.3
-.669 -.284 -.504 -.481 -.721 -.702
ß  3.2
-.501 -.644 -.533
Yu .253
Y2.5
-.319
Y3.4
-.176
Model Non- Critical Paths
Y2.6
-.141 -.111
Y2.8
-.155 -.217 -.152 -.212
Y2.9
-.210
Y2.10
. 130 -.238
Y2.11
.142 .365 . 162 . 113
Y2.13
-.103
Y2.14
-.188
Y2.15
-.089
Y3.6
. 170
y -.219 . 197 -.147
Y3.8
.258 -.458 .343 . 185
Y3.15
-.324
Y3.16
-.122 . 152
Y3.17
.278
Y3.18
.200
* Model fit statistics for the reduced set analysis indicate an adequate fit. 
Bold figures are significant hypothesised paths of the correct sign
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Table 9.11
Summary of Path Estimates for the Female and Male State Mood Models.
Paths Second Trimester Third Trimester Day 10 Third Post . Month
Female Male Female* Male Female Male* Female* Male
Hypothesised Model Critical Paths
Y i ,
. 4 9 6 . 7 1 1 . 4 8 4 . 6 9 5 . 4 7 3 . 7 7 9 . 4 2 9 . 7 4 1
Y  i 2
- . 2 6 6 .314 - . 2 6 1 .279 - . 2 3 7 . 237 - . 2 3 2 .274
Y , 3
- . 5 1 0 - . 6 4 4 - . 5 1 3 - . 6 2 3 -  . 4 9 9 - . 6 2 2 - . 5 4 0 - . 6 7 7
Y z ,
. 3 4 2 . 5 2 6 . 1 2 7 . 7 6 6 . 4 7 9 . 4 1 3 . 3 2 5 . 3 7 2
Y2.4
. 4 2 8 -.194 . 3 7 4 . 2 0 7 .071 . 2 5 1
Y3.3
. 6 1 8 . 2 7 1 . 5 6 4 . 132 . 6 7 5 .053 . 3 9 6 . 4 6 9
Y3.5
. 2 4 1 . 2 5 4 . 1 6 0 . 2 7 9 . 2 5 7 . 1 8 7
ß , ,
.030 . 4 7 8 .200 -.311 .074 .086 -.108 . 2 4 6
ß , ,
.167 -.152 .000 .206 .210 - . 3 9 4 . 122 - . 2 6 3
Additional Model Critical Paths
ß , 3
.372 -.510 -.249
ß 3.2
-.373 -.271 -.393 -.448
Yz 5
. 188
Yz 3
.532 -.367
Model Non-Critical Paths
Yz 6
-.210
Yz 7
.178
Y 2 8
.4 07 -.343 .330
Y2.9
.330 -.292
Y z i o
-.257
Y2.11
.354 .244 .275
Y2.12
-.284
Y2J4
. 179 .344 -.340 .213
Y2.15
. 184
Y2.16
. 182
Y2.17
- . 3 2 4
Y2.18
-.330
Y3.6
-.257 . 150
Y,.7
.229
Y38
.414 -.315 .233
Y3.I0
-.250
Y3.i1
.288
Y3.12
.377
Y 3 . 13
. 154
Y3.H
.289 . 2 5 0
Y3.15
-.248 -.194
Y i  iÄ
.369 . 3 1 2
* Model fit statistics for the reduced set analysis indicate an adequate fit. 
Bold figures are significant hypothesised paths of the correct sign.
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also associated with higher levels of distress. Clearly, such a result is not commensurate 
with the view that reward sensitivity is not directly involved in the etiology of 
psychological distress.
In all of the state mood models reward sensitivity significantly influenced state 
positive affect in the hypothesised fashion. In the antenatal phase of data collection this 
path was stronger for the males than for the females, particularly in the third trimester 
where it was a very strong predictor for males but only a weak predictor for female 
state positive affect.
9.4.1.2 Punishment sensitivity
It was also hypothesised that punishment sensitivity should be a major influence 
on psychological distress for the research participants. Such a relationship between 
punishment sensitivity and psychological distress was supported in all of the 
psychological health models. As was the case for the relationship between reward 
sensitivity and psychological well-being, this temperament variable was a better 
predictor of psychological distress for males than for females. Unlike reward sensitivity, 
however, the path estimates for punishment sensitivity were reasonably strong. This 
supports the view that this temperament construct plays a major role in accounting for 
the variance in psychological distress.
The results with respect to the influence of punishment sensitivity on state 
negative affect differ across the male and female groups. For all of the female models 
this temperament variable significantly influenced state negative affect in the 
hypothesised way, although the parameter estimate in the third postpartum month is 
substantially smaller than for the other phases of childbearing. For the males, 
punishment sensitivity only significantly influenced state negative affect in the second 
trimester and the third postpartum month. Further, the parameter estimate for the 
second trimester model is substantially smaller than that for the third postpartum month 
model. In the third trimester, punishment sensitivity was found to have a small negative 
influence on state positive affectivity for males and a more substantial positive influence 
on state positive affect for females. From a theoretical perspective, the latter finding is
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clearly problematic because it indicates that higher levels of punishment sensitivity were 
associated with higher levels of state positive affect.
9.4.1.3 Control expectancy
External control expectancy was hypothesised to demonstrate a negative 
relationship with mood regulation ability in the path models. However, as has already 
been pointed out, the major difficulty with respect to the control expectancy construct 
in the observed path models is that while it significantly influenced mood regulation 
ability in the hypothesised way for the female sample, it significantly influenced mood 
regulation ability for males in the opposite way to that hypothesised. That is, as 
external control expectancy increased (externality) for females mood regulation ability 
decreased, but for males as external control expectancy increased mood regulation 
ability increased. This difference in the relationship between control expectancy and 
mood regulation ability is not evident in the zero-order correlations (Appendix D, 
Tables D.5 and D.6) where both female and male samples produce weak negative 
values for this relationship. An hierarchical regression of mood regulation ability on 
control expectancy, punishment sensitivity, and reward sensitivity (see Appendix F, 
Table F.23) indicates that a suppessor effect was in operation. The change in sign for 
the path front control expectancy to mood regulation ability in the male sample is 
primarily due to the effect of controlling for reward sensitivity.
These findings indicate that the relationship between control expectancy and 
mood regulation ability is somewhat more complex than anticipated. However, in 
accordance with the hypothesised model, at no stage was a direct path from control 
expectancy to the psychological health outcome variables indicated.
9.4.2 Mood regulation ability
The hypothesised psychological health model, in part developed from 
paradigmatic behaviourism's approach to personality and emotional development, 
argues that individuals develop repertoires of behaviour that function to modifiy their 
own behaviour. One of these repertoires, mood regulation ability, is involved in 
emotional regulation through the self-application of stimuli such as behavioural
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strategies, self-statements, and imagery. It is argued here that mood regulation ability 
partly arises from the individual's emotional temperaments of reward sensitivity and 
punishment sensitivity and expectations concerning the control of behaviour (control 
expectancy). Further, it is argued that mood regulation ability plays a major and direct 
role in the promotion of psychological well-being and the amelioration of psychological 
distress.
Perhaps the clearest and most consistent findings from the path analyses relate 
to the role of this variable in the hypothesised psychological health models. The paths 
to mood regulation ability from both reward sensitivity and punishment sensitivity were 
as hypothesised, although these paths were stronger in the male models than in the 
female models. However, the role of mood regulation ability in the prediction of 
psychological health outcomes is more problematic.
It was hypothesised that mood regulation ability should negatively influence 
psychological distress and positively influence psychological well-being. Overall, mood 
regulation ability failed to demonstrate either of these predicted impacts at any of the 
measurement points for either the female or the male samples. Similarly, in the models 
employing state mood as outcomes, the mood regulation ability construct failed to 
significantly influence either positive or negative mood for women in any of the study 
phases. The male data, on the other hand, generated a number of inconsistent results. In 
the second trimester the hypothesised path from mood regulation ability to positive 
affect was supported while the hypothesised path to negative affect was not. In the Day 
10 postpartum period the hypothesised path from mood regulation ability to negative 
affect was supported while the hypothesised path to positive affect was not. In the third 
postpartum month phase both hypothesised paths from mood regulation ability to the 
mood outcome variables were supported.
A rather disconcerting finding with respect to the influence of this variable on 
state mood in the third trimester was that, for the male sample, both paths from mood 
regulation ability to the mood outcomes were significant but of the opposite sign to 
those hypothesised. Thus, mood regulation ability demonstrated a detrimental effect 
and was associated with decreases in positive affect and increases in negative affect.
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On the balance of evidence, it would have to be concluded that the 
hypothesised role of mood regulation ability was not supported. This failure raises 
concerns about the validity of the mood regulation ability construct and the usefulness 
of the paradigmatic behaviourism conceptualisation of basic behaviour repertoires.
9.4.3 The role of'bottom-up' variables
In accordance with the 'bottom-up' approach to psychological health, it was 
argued that frequency of external pleasant/positive events would have a direct and 
positive influence on psychological well-being/positive affect while the frequency of 
external unpleasant/negative events would directly and positively influence 
psychological distress/negative affect.
9.4.3.1 Frequency o f pleasant events
The hypothesised positive path from the frequency of pleasant events occuring 
in the previous month to psychological well-being in the previous month was supported 
for all of the psychological health models. The magnitude of this path was modest and 
fairly similar for males and females across the study period except for the final phase 
where the frequency of pleasant events was a somewhat better predictor of 
psychological well-being in the male sample than the female sample.
The hypothesised path from frequency of pleasant events to state positive affect 
was supported in four out of the six models evaluated. In the second trimester this path 
was supported quite strongly for the female model but not for the male model. In fact, 
the male model supported a significant path but of the opposite sign to that predicted, 
indicating that increasing levels of pleasant events were associated with decreasing 
levels of positive mood. In the third postpartum month the hypothesised path was only 
supported by the male sample and not by the female sample. Clearly the results with 
respect to the influence of pleasant events is less consistent when positive state mood is 
used as the outcome measure than when psychological well-being is used as the
outcome measure.
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9.4.3.2 Frequency o f unpleasant events
The hypothesised path from the frequency of unpleasant events occurring in the 
previous month to psychological distress in the previous month or to state negative 
affect in the last week was supported in all of the observed models. When 
psychological distress was employed as the outcome, this path was modest and 
somewhat stronger for the males than females across all of the study phases. In the 
third trimester data for males, a negative path from unpleasant event frequency to 
psychological well-being was also indicated in the observed model. When state 
negative affect was being considered as the outcome the magnitude of this path was 
somewhat weaker but similar for female and male models. In the second trimester male 
data a direct positive path from unpleasant event frequency to state positive affect was 
indicated. The sign of this path indicates that as the frequency of unpleasant events 
increased so does positive mood. Such a relationship is not supportive of the 
hypothesised model.
9.4.4 Relationships between the outcome variables
Although paths between the outcome variables were not hypothesised in the 
original model, it was argued that it was likely that they would be generated in the 
observed models. Given the literature on the non-orthogonal nature of psychological 
well-being and distress, such paths were expected to be stronger in models using 
psychological well-being and distress as outcomes than those models using state 
positive and negative affect as outcomes.
In terms of the broader psychological outcomes, for all of the female models a 
reciprocal relationship between well-being and distress was indicated while the male 
models only supported a single path from psychological distress to psychological 
well-being. As would be expected, all of the paths generated were negative in sign 
indicating that as the level of one variable increased the level of the other decreased. 
The magnitude of the paths for the female samples was uniformally high across all of 
the study phases. For the male models the magnitude of the path from psychological 
distress to psychological well-being increased through the study period.
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The relationships between the outcome variables in the mood models generated 
by the observed data were more inconsistent. With respect to the female models, unlike 
the psychological health models, only recursive observed models were generated. 
Negative paths from state positive affect to state negative affect were indicated in the 
third trimester, immediate postpartum period, and third postpartum month. However, a 
negative path from negative affect to positive affect was supported in the third 
trimester data. For the male sample, in the third trimester model negative reciprocal 
paths were generated, indicating that higher levels of one variable were associated with 
lower levels of the other. An unexpected positive path from negative affect to positive 
affect was generated in the second trimester data. This indicates that higher levels of 
self-reported negative affect were associated with higher levels of self-reported positive 
affect at this time. Clearly such a finding is not consistent with the theoretical 
expectations or with the overall pattern of results.
9.4.5 The role of model noil-critical variables
Apart from variables specified in the general psychological health model, 
variables relating to the particular childbearing context were expected to impact on the 
psychological outcomes of individuals. Overall, the pattern of results in terms of their 
relationships with either positive or negative outcomes is quite complex. No one 
variable was found that consistently influenced outcomes over time and for both sexes. 
Further, the manner in which the psychological outcomes were operationalised also 
generated different patterns of results. Summaries of results for the impact of these 
variables in the female and male models assessed are presented in Tables 9.12 and 9.13.
Parity
Of the model non-critical exogenous variables, that is variables specific to the 
childbearing process, parity (whether this was the individual's first child or not) and 
level of love in the marital relationship (measured in the second trimester) were the 
most consistently influential on psychological health. At all three measurement points 
parity was found to have a small negative influence on psychological well-being for 
females and a small positive influence on psychological distress for males indicating
Table 9.12
Direct Effects of Model Non-Critical Variables on Psvcholouical Health and State
Mood for Females
2nd. Tri. 3rd. Tri. 10 day pp. 3 months pp.
Variable Model +ve -ve +ve -ve +ve -ve +ve -ve
Age Health • ' 1 -.141
Mood -.257
Anticipated Difficulty Health -.219 -.147
in Life-style Changes Mood .178
Parity Health -.155 -.217 -.458 -.152
Mood -.315 -.343
Perceived Financial Health '
Situation Mood .330
Social Support Health .130
. . .
,
Mood -.257
Love in the Marital Health .142 .162 -
Relationship Mood .244 .288
Conflict in the Marital Health ’J
Relationship Mood -.284
Extent to Which the Health l -0.103
Pregnancy was Planned Mood
Expected Difficulty in Health wmmmm -.188
Dealing with the Baby Mood -.340
Physical Comfort Health -.324 .089
Mood .184 -.248 -.194
Expected Difficulty in Health -.122 WJ'% * ,1*5
Coping with the Birth Mood .369
Difficulty in Coping 
with Parenthood
Health
Mood
Negative Aspects of the Health 
Baby Mood
llilllllllll
; * 3
.200
Shaded cells indicate instances when the path was not examined in the model.
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Table 9.13
Direct Effects of Model Non-Critical Variables on Psvcholoaical Health and State 
Mood for Males
2nd. Tri. 3rd. Tri. 10 day pp. 3 months pp.
Variable Outcome +ve -ve +ve -ve +ve -ve +ve -ve
Age Health -.111 .170
Mood -.210 .150
Anticipated Difficulty Health .197 .
in Life-style Changes Mood .229
Parity Health .258 .343 ^ -3-2121 .....................  Z1Z .185
Mood .407 .414 .330 .233
Perceived Financial Health - .210 - .1
Situation Mood -.292
Social Support Health lill ill
. . . . . .
.238
Mood .250
Love in the Marital 
Relationship
Health .365 1 113
Mood .354 .275
I1II1I1P1Conflict in the Marital Health 
Relationship Mood
......
.377
Extent to Which the Health 
Pregnancy was Planned jyjQ0Cj
llilllill
Expected Difficulty in Health 
Dealing with the Baby ]yi0(Xj
1
.179 .289 .344 .213 .250
Physical Comfort Health
Expected Difficulty in 
Coping with the Birth
Difficulty in Coping 
with Parenthood
Negative Aspects of the 
Baby Mood
Shaded cells indicate instances when the relationship was not examined.
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that being an experienced parent was associated with decrements in psychological 
health. Parity also demonstrated a small negative influence on psychological well-being 
for males in the third postpartum month. A contradictory finding, however, was that 
parity demonstrated a moderate negative influence on psychological distress for 
females during the third trimester of pregnancy. This suggests that, for females, parity 
was not consistently associated with worse psychological outcomes through the 
childbearing process.
By comparison, parity was found to have both beneficial and detrimental effects 
on mood outcomes, mainly for males. Parity was found to be associated with both 
increases in positive affect and increases in negative affect in the third trimester and 
third postpartum month for males. For females, being an experienced mother (higher 
parity) was associated with decrements in negative affect in the 10 day postpartum 
period but was also associated with decreased positive mood in the third postpartum 
month.
Marital relationship
Love in the marital relationship was found to be implicated in self-reports of 
psychological well-being rather than psychological distress. However, its effect was 
inconsistent and varied with both sex and stage of childbearing. Love in the marital 
relationship was found to have a small positive influence on psychological well-being in 
the second and third trimester for females but not at three months postpartum. For 
males, this measure of the quality of the marital relationship had small positive 
influences on psychological well-being in the second trimester and third postpartum 
month but not in the third trimester of pregnancy. In terms of state mood, this variable 
was related to increased positive affect for males in the second trimester and the Day 
10 period, and with increased positive mood for females in the 10 day postpartum 
period. Paradoxically, it also demonstrated a positive influence on state negative affect 
for females during this same period.
Conflict in the marital relationship demonstrated detrimental effects on mood 
outcomes in the third trimester of pregnancy but failed to influence outcomes at other
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times. In the third trimester it was associated with decrements in positive affect for 
females and increments in negative affect for males.
Life-style changes
Anticipated difficulty of life-style changes had a significant impact on 
psychological health in three of the six psychological models when using the broader 
outcome measures. On each of these occassions its direct influence was on 
psychological distress rather than psychological well-being. In the third trimester and 
third postpartum month it was a weak negative predictor of psychological distress for 
females. This indicates, contrary to expectations, that the greater the expected 
disturbance in life-style the lower the actual level of psychological distress reported by 
females. On the other hand, for males greater anticipated difficulty of life-style changes 
was a weak positive predictor of increased psychological distress in the third trimester. 
Anticipated difficulty of life-style changes played less of a role in the state mood 
models although the results were consistent with those from the health models. It had a 
small positive impact on positive affect for females in the third trimester but a small 
positive influence on negative affect for males in this same period. It did not 
signficantly influence mood outcomes for males or females in any of the other phases.
Birth expectations
Expected difficulty in coping with the birth, a variable assessed in the third 
trimester, was a weak significant predictor of psychological distress during this stage of 
the childbearing process for both men and women. However, it was a positive predictor 
for males and a negative predictor for females. In terms of state mood this expectation 
was also associated with both positive and negative mood outcomes. Expectations of 
difficulty coping with the birth were associated with increased negative affect in the 
Day 10 period for both females and males. It was also associated with increments in 
positive affect in the third trimester for males.
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Age
The influence of age on psychological adjustment was found to vary with both 
the stage of childbearing and the type of outcome evaluated. At the third postpartum 
month age was a weak negative predictor of psychological well-being for both men and 
women but was also a positive predictor of psychological distress for men. This would 
indicate that older childbearing subjects reported greater deficits in psychological 
health, defined as well-being and distress, in the postnatal or 'early childrearing' phase. 
However, when mood outcomes were employed in the model, age only demonstrated a 
significant impact on antenatal adjustment and these effects were different for males 
and females. While age was associated with decrements in negative mood for females in 
the second trimester, for males it was linked to increased negative mood and decreased 
positive mood in the third trimester.
Social support
Social support was found to have differential effects on psychological health for 
females and males depending on the stage of childbearing examined. As one might 
expect, social support was a positive predictor of psychological well-being for females 
in the second trimester of pregnancy. On the other hand, when evaluating mood 
outcomes, social support was associated with decrements in positive affect for females 
in the Day fO period. Thus, indicating that more extensive social support was, to a 
small extent, associated with less positive outcome at this stage of childbearing.
For males, social support was also found to have some negative impact on 
psychological health, but this occurred only when using well-being as the outcome 
measure and only in the third postpartum month. When examining state mood, social 
support was found to be associated with better outcomes in terms of decreased 
negative affect for males but only in the second trimester.
Physical comfort
Physical comfort, introduced as a variable in the third trimester and only 
assessed for females, was a negative predictor of psychological distress in the third
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trimester. In terms of state mood, it was also associated with botli increments in 
positive affect and decrements in negative affect in the third trimester and decrements 
in negative alfect in the third postpartum month. These findings indicate, as might be 
expected, that higher levels of physical comfort are associated with better psychological 
health. Physical comfort also demonstrated a significant, though negligible, negative 
influence on psychological well-being in the third postpartum month.
Financial situation
The perceived financial situation of the couple, scored with higher values 
indicating financial difficulty, generally failed to demonstrate an impact on 
psychological health in the observed models employing well-being and distress as 
outcomes. The exception was a small negative influence on psychological well-being in 
the second trimester for males. The results with respect to state mood were 
inconsistent. The perceived financial situation of the couple was associated with 
increments in positive affect for females in the third trimester and with decrements in 
positive affect in the third postpartum month for males.
Planning of the baby
The extent to which the baby was planned did not influence psychological 
health outcomes to any great extent. In the third trimester there was a small positive 
influence on negative mood for men, and in the third postpartum month a small 
negative influence on psychological well-being for females.
Expected difficulty in dealing with the baby
Expected difficulty in dealing with the baby did not generally impact on 
psychological health when examining psychological well-being and distress. The 
exception to this was the third postpartum month model for females where the 
expected difficulty in dealing with the baby demonstrated a weak negative influence on 
psychological well-being. However, when the more circumscribed state mood variables 
were considered, this variable was associated with both beneficial and detrimental 
influences on outcomes, mainly in the male sample. Expectations of greater difficulty in 
dealing with the baby were associated with increased positive affect in the second
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trimester, Day 10 period, and third postpartum month for males. However, it was also 
associated with increases in negative affect in the third trimester and third postpartum 
month for males. For the female sample, this variable only demonstrated a negative 
influence on positive affect in the third postpartum month.
Negative aspects of the baby
Negative aspects of the baby, measured in the third postpartum month, did not 
impact on the psychological health measures for males but did influence outcomes for 
females in both of the relevant models tested. It demonstrated a small positive influence 
on psychological distress and a more substantial negative influence on state positive 
affect. This indicates that, to some extent, the baby may be a direct source of stress that 
can lead to decrements in psychological health. Positive aspects of the baby did not 
impact on psychological health or mood for either males or females.
Difficulty in coping with parenthood
Difficulty in coping with parenthood, also introduced as a variable in the final 
phase, did not affect psychological outcomes for females. For males this variable had a 
weak positive influence on psychological distress and a more substantial negative 
impact on state positive affect. This indicates that males, while not necessarily 
experiencing the the same levels of direct stress from the baby (see above), were, none 
the less, experiencing decrements in psychological health partly due to their parenting 
role.
9.5 Conclusions
Overall, it cannot be concluded that the structure of the proposed psychological 
health model was supported either when using psychological well-being and distress or 
positive and negative affect as outcome measures. While the structural equation 
modelling fit statisitics indicated support for some of the observed models, there was 
inconsistency in the observed models when comparing the female and male solutions 
and when comparing solutions generated from the data collected at the various stages 
of childbearing. While the hypothesised 'top-down' and 'bottom-up' paths were 
generally supported in the observed models, rqood regulation ability failed to
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consistently influence either mood or the broader psychological health outcome 
variables. The observed models indicated that there was greater interdependency 
between the psychological well-being and distress constructs for females than for 
males. The patterns of relationship between childbearing specific variables and 
psychological outcomes were quite complex. Of these variables, parity and love in the 
marital relationship were most often implicated in influencing psychological health at 
the various stages of childbearing. A more detailed discussion of the implications of 
these findings for the study of psychological health in general, and of emotional 
adjustment in childbearing in particular, is presented in the following chapter.
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CHAPTER TEN
GENERAL DISCUSSION
There were two major goals to this piece of research. The first of these was to 
broaden the empirically based description of the psychological effects of the 
childbearing process. The second was to synthesise a general model of psychological 
health out of the established literature on psychological health, mood states, and 
personality and to test this model by attempting to explain individual differences in 
psychological adjustment through childbearing and early parenthood. In this general 
discussion I will deal with what can be concluded about these goals in the reverse 
order. Firstly, I will discuss the results of the application of the general model of 
psychological health to the data generated by the childbearing couples who participated 
in this study. Secondly, the discussion will focus on how the results from this study 
compare with other work describing the psychological consequences of childbearing. 
Finally, the implications of this study for future research into general psychological 
health models and the study of psychological health in childbearing will be considered.
11.1 The General Model of Psychological Health
It was argued earlier that one of the shortcomings of the literature concerning 
the psychological consequences of childbearing is that it has generally not applied an 
appropriate account of psychological health to this particular context. Psychological 
health can be considered as having two distinct, though related, components: 
psychological distress/negative affect and psychological well-being/positive affect. In 
the literature examining these dimensions it has been argued that there are different 
factors that influence these different dimensions of outcome. It was argued that these 
factors need to be considered in research examining such outcomes in the childbearing 
context. To that end, a general model of psychological health was developed out of a 
theoretical analysis that considered these factors, how they were related to each other, 
and how they were related to the two psychological outcome dimensions.
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11.1.1 Support for the general model
The results with regard to the general model of psychological health were 
disappointing. There are three main reasons for concluding that the proposed system of 
relationships was not supported in the present study: generally poor model fit statistics, 
considerable variation in some of the path estimates across the observed models, and 
the failure of mood regulation ability to influence psychological outcomes in the 
appropriate manner. Overall, the hypothesised model did not adequately fit the 
observed data without major modifications. It was argued that if the general model 
were to be supported then it should fit the data consistently, whether using the broad 
psychological health measures or the more circumscribed mood measures to 
operationalise outcomes. Further, it was argued that the observed models for both 
males and females, and for outcomes assessed at different stages of the childbearing 
process, should be similar. However, there was inconsistency apparent in some of the 
observed model parameters. They varied in the observed models with the type of 
outcome measures used, the sex of the sample, and the stage of childbearing. This is 
not to say that there weren't any consistent findings to support elements of the 
proposed model. Examination of the different hypothesised paths in the model did 
reveal some consistency for some parameters. However, this was not always the sort of 
consistency that was expected or that is commensurate with the hypothesised model.
11.1.2 Top-down factors
11.1.2.1 The measurement models
The first task in the consideration of top-down factors that influence 
psychological health was the confirmatory factor analysis which addressed the 
measurement model of reward sensitivity, punishment sensitivity, and control 
expectancy. On balance, the confirmatory factor analysis supported the proposed 
measurement model, but with some qualifications.
Differences were evident between the male and female observed structures, 
particularly with respect to the measurement of reward susceptibility. Reward
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susceptibility was poorly indicated in the male data, with only trait positive affect being 
a significant indicator. There was also a difference between the male and female models 
with respect to the relationship of reward sensitivity to control expectancy: there was a 
small positive correlation between reward sensitivity and control expectancy in the 
female model and a small, non-significant negative correlation between reward 
sensitivity and control expectancy in the male model.
The confirmatory factor analysis also indicated that the EPQ Extraversion scale 
was not as strong an indicator of reward susceptibility as the literature suggests it 
should be. Authors from both the YVatson-Clark-Tellegen and Larson-Diener-Emmons 
schools (e.g. Tellegen, 1985; Larsen & Ketelaar, 1991) have argued that positive 
affectivity, reward susceptibility, and extraversion are essentially the same construct. 
The low zero-order correlations between Extraversion and the other indicators of 
reward sensitivity, and the low loadings of Extraversion on reward sensitivity found in 
the confirmatory factor analyses, do not support this view. Despite the disappointing 
results with respect to the EPQ Extraversion scale, it was quite clear that the EPQ 
Neuroticism scale, along with self-rated trait negative affectivity, was a strong indicator 
of punishment susceptibility in both the female and male observed models.
It could be argued that other types of extraversion scale may be better 
indicators of reward sensitivity than the extraversion measure used in this study. It has 
been pointed out, for example, that the EPQ Extraversion scale is substantially biased 
towards a 'sociability' factor (Rocklin & Revelle, 1981; Zuckerman, 1992). In this case, 
the original EPI Extraversion scale (Eysenck & Eysenck, 1964) or the Costa and 
McCrae (1985) NEO Extraversion scale, both of which contain more broadly defined 
extraversion factors, might have been better indicators of reward sensitivity than the 
EPQ Extraversion scale. On the other hand, it has been argued that it is the sociability 
component of extraversion that accounts for the relationship between it and well-being 
(Emmons & Diener, 1986; Hotard, McFatter, McWhirter, Stegall, 1989).
The spouse-ratings of trait mood were not supported as indicators of reward 
and punishment sensitivity, with only the spouse rating of positive affectivity being a 
significant indicator of reward sensitivity and then only for the female model. It is
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notable that both the male and female observed models indicated correlated error 
between spouse-rated positive affectivity and spouse-rated negative affectivity due to 
the method factor of spouse rating. The spouse rating strategy was used in this study to 
avoid a complete reliance on self-report measures. However, the evidence from the 
spouse ratings of both trait and state affect indicate that their use as alternative 
measures of these constructs is problematic. Results from the spouse rated affect 
measures should be treated with some degree of caution with respect to the extent that 
they actually assess the target individuals 'true' level of affect.
The ratings of event pleasantness and unpleasantness seemed to have operated 
as hypothesised in this study. The mean rating of event pleasantness taken from the 
mood-related Pleasant Event Schedule was supported as an indicator of reward 
sensitivity for females although not to the same extent for males. Similarly, the mean 
rating of event unpleasantness taken from the mood-related subscale of the Unpleasant 
Event Schedule was supported as an indicator of punishment sensitivity for both the 
female and male models. These findings support the paradigmatic behaviourism 
approach of considering the evaluation of the affective component of events and stimuli 
as reflecting important individual 'personality' differences. Here these individual 
differences are argued to be based on dispositional affect. This also provides some 
validity to the constructs of reward sensitivity and punishment sensitivity. Recall that 
the Pleasant Event Schedule is a measure of reinforcing events or activities, and that 
ratings of event pleasantness were found here to be associated with reward sensitivity. 
Similarly, the Unpleasant Event Schedule is a measure of aversive or punishing events, 
and ratings of event unpleasantness were associated with punishment sensitivity.
Although the fit of the mood regulation measurement models were not 
assessed, it was concluded on the basis of the coefficients of determination that the 
Self-Control Schedule, Frequency of Self-Administered Affective-Reinforcing- 
Directive Stimuli (Self-Reinforcement), and Negative Mood Regulation measures 
constituted a reliable measurement structure for the latent construct of mood regulation 
ability. However, there were some differences between the measurement structures 
generated for the male and female samples. The measurement model for males 
generated a slightly higher reliability index than the measurement model for females due
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to the higher loadings of the Self-Reinforcement Schedule and Negative Mood 
Regulation scale.
11. 1. 2.2 The path models
Despite some differences between the male and female measurement models of 
reward sensitivity, punishment sensitivity, and mood regulation ability, the observed 
models were judged sufficiently similar to be carried over as manifest variables into the 
path models.
It was argued earlier that reward sensitivity should act consistently and directly 
to promote positive outcomes, such as psychological well-being and state positive 
affect. Similarly, it was argued the punishment sensitivity should act consistently and 
directly to promote negative outcomes, such as psychological distress and state 
negative affect. Overall, these hypothesises were supported, although the effects were 
less consistent than anticipated. This level of variability is challenging for theoretical 
accounts because it suggests that the relative influence of these temperaments on 
psychological health may well vary according to the extant demands occurring at any 
measurement point.
A notable finding is that although reward sensitivity generally only had weak 
effects on psychological well-being, its effect on positive outcomes, when assessed as 
mood state, were somewhat stronger. This can be partly explained by the fact that trait 
positive affectivity tended to dominate and, in fact, define reward sensitivity in the 
measurement models. Thus, a higher degree of association between reward sensitivity 
and state positive affect than between reward sensitivity and the broader psychological 
well-being measure couid be anticipated.
One intriguing observation was that there appeared to be a paradoxical effect of 
temperament on psychological outcome for women in the third trimester. At this 
measurement point there was a cross-over such that reward sensitivity directly and 
positively influenced psychological distress in the health model while punishment 
sensitivity directly and positively influenced state positive affect in the mood model. 
Because of the paths between the outcome measures, this resulted in a complex pattern
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of effects whereby these temperament variables had both positive direct effects and 
negative indirect effects on the same variable. However, because this pattern of results 
did not occur in the other path models, it would not be wise to overemphasise such a 
result. Nevertheless, it does point to the level of inconsistency found in the data when 
comparing models over time and across sexes.
It was also argued earlier that control expectancy should indirectly influence 
psychological outcomes via its effect on mood regulation ability. However, because 
mood regulation ability generally failed to influence outcomes, this indirect effect of 
control expectancy on psychological outcomes did not occur. Further, at no time did 
the model modification procedure indicate that a direct path from control expectancy to 
any of the psychological outcomes should be included in the observed models. These 
findings do not support the view, advocated by authors such Bryant and Veroff (1982), 
that a general control expectancy should be considered in psychological health models. 
Further, these results can be contrasted with studies of general psychological health 
(Cohen et al., 1982; Holahan & Moos, 1986, 1987a; Nelson & Cohen, 1983; Lefcourt 
et al., 1984) and psychological health in childbearing (Hayworth et al., 1980; Terry, 
1991b) which have found external control expectancy to be associated with decrements 
in psychological health.
The results with respect to the influence of control expectancy on mood 
regulation ability are somewhat complex. While control expectancy did influence mood 
regulation ability in the hypothesised manner for the female sample, this effect was of a 
similar magnitude but of the opposite sign in the male sample. An hierarchical 
regression procedure indicated that there was a suppressor effect in operation so that 
when the influence of punishment sensitivity and reward sensitivity on mood regulation 
ability are taken into account this difference between the male and female data becomes 
apparent. Clearly this finding warrants further investigation.
11.1.3 Bottom-up factors
Consistent with bottom-up theories of psychological health, it was argued in 
Chapter Four that the frequency of external pleasant events should consistently and
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directly promote psychological well-being and state positive affect, and that the 
frequency of unpleasant events would consistently and directly promote psychological 
distress and state negative affect. These propositions were generally supported with the 
influence of bottom-up variables working as predicted, although the effects were 
somewhat more modest than anticipated.
The influence of reward and punishment sensitivity on event frequency was not 
assessed in the models presented here because both types of variable were considered 
as 'exogenous' variables in the structural equation models. An examination of the 
zero-order correlations revealed that pleasant event frequency was generally related to 
reward sensitivity rather than punishment sensitivity and that unpleasant event 
frequency was generally related to punishment sensitivity rather than reward sensitivity. 
It could be argued that to some extent the frequency of pleasant events experienced by 
an individual is in part a function of their reward sensitivity and that the frequency of 
unpleasant events is in part a function of their punishment sensitivity. However, the 
results of the path analyses indicate that pleasant and unpleasant event frequency 
clearly impact on psychological health outcomes beyond the influence of temperament 
factors and beyond the relationship that event frequency may share with temperament 
factors. These results contradict the view that external life events have little impact on 
psychological health once the variance contributed from the top-down factors of 
neuroticism and extraversion is taken into account (e g. Costa & McCrae, 1980). 
Clearly, the consideration of pleasant and unpleasant events was important in the 
explanation of psychological health outcomes in this study. There is also reasonable 
support for the argument that pleasant events are mostly implicated in the generation of 
positive outcomes, while unpleasant events are mostly implicated in the generation of 
negative outcomes.
11.1.4 Mood regulation ability
Contrary to the hypotheses following from the paradigmatic behaviourism 
model of psychological adjustment, and thus the general model of psychological health, 
it can not be concluded that mood regulation ability demonstrated the predicted
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influences on psychological outcomes. Only in the third postpartum month mood model 
for males did this construct function in the hypothesised manner.
This failure, together with the evidence that there were substantial paths to 
mood regulation ability from the temperament constructs, indicates that this construct 
appears to be functioning only as an indicator of the temperament constructs. That is, 
the type of behaviours included in the scales used to assess the mood regulation ability 
construct are essentially mixtures of reward sensitivity and punishment sensitivity 
behaviours. Further, these behaviours add nothing to the prediction of psychological 
health outcomes above the variance accounted for by both the reward sensitivity and 
punishment sensitivity constructs already included in the model. Thus, the mood 
regulation ability construct used here and its associated measures are simply indicators 
of punishment sensitivity and reward sensitivity rather than a unique construct that 
affects outcomes independently.
11.1.4.1 Implications fo r  paradigmatic behaviourism
The failure of the mood regulation construct does not support the view that 
individuals generate repertoires of mood regulating behaviour that have any direct 
influence on psychological outcomes. Thus, these findings are incompatible with the 
type of model which arises from paradigmatic behaviourism's conceptualisation of 
psychological adjustment. In fact, these findings indicate that the mood regulation 
construct could be omitted altogether from the general psychological health model.
This would then leave psychological outcomes as being primarily determined by 
temperamental personality dimensions and environmental factors. Alternatively, if the 
temperament constructs were omitted from the analysis, then mood regulation ability 
would have appeared to have influenced psychological outcomes. This relationship 
would, however, have been spurious, generated from the relationship that mood 
regulation ability shares with the temperament constructs and psychological outcomes. 
Of course, the original paradigmatic behaviourism approach to psychological 
adjustment does not consider the influence of these personality temperaments, thus, 
such a result would have appeared to have supported its position. It was argued here, 
however, that the influence of these personality temperaments can not be ignored and
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that they must be incorporated into the paradigmatic behaviourism approach. By 
considering Gray's temperament constructs of punishment sensitivity and reward 
sensitivity, based on his biological and learning theory interpretations, as major 
influences on psychological health, it was argued that an integration with paradigmatic 
behaviourism was possible. However, the evidence presented here questions the 
functional role of basic behavioural repertoires, at least in terms of mediating 
psychological health outcomes.
It could be argued that the reason the mood regulation ability basic behavioural 
repertoire did not function in the hypothesised was because inappropriate measures of 
this construct were employed. However, two of the measures used here to assess mood 
regulation ability, the Frequency of Self-Reinforcement Schedule and the Self-Control 
Schedule were originally devised by authors who apply a paradigmatic behaviourism 
theoretical perspective (Heiby, 1986, 1989; Rosenbaum, 1990a, 1990b). The resuits 
from this study are problematic, then, for the status of paradigmatic behaviourism. As 
was already pointed out in Chapter Three, there is little unique empirical support for its 
major tenets. The research presented here indicates that there is even less support for 
paradigmatic behaviourism's model of'abnormal personality' when one includes 
dispositions such as punishment sensitivity and reward sensitivity in any analysis. Given 
the considerable support for these temperament dimensions in the broader personality 
literature it is hard to see how paradigmatic behaviourism theorists can simply ignore 
such constructs. While it is not being argued that the research presented here is a 
critical test of paradigmatic behaviourism's model of psychological adjustment, the 
results from this study are clearly inconsistent with it. While the evidence from both the 
confirmatory factor analysis and the influence of external events on outcomes are 
commensurate with the paradigmatic behaviourism position, the evidence with respect 
to the basic behaviour repertoire of mood regulation ability is not. If the paradigmatic 
behaviourism approach can not incorporate temperaments constructs without 
threatening the empirical viability of other key aspects of its theory, then its status as a 
useful'iinifying'theory (Staats, 1983a, 1983b, 1986) is in some doubt.
An alternative explanation of the failure of the mood regulation ability construct 
to influence outcomes is that the behavioural repertoires indicated by paradigmatic
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behaviourism may already be evident in the pleasant and unpleasant event frequency 
variables. That is, these may not be truly 'environmental' variables but may be strongly 
influenced by the individual and are used to modify or regulate psychological 
outcomes. To some extent this view may be justified. For example, the Pleasant Event 
Schedule contains a list of many events and activities that the individual can choose to 
partake of or engage in. However, whether one considers these event items to be 
'mood regulation' or 'coping' processes is a matter of interpretation. It is evident from 
an examination of the items that make up these schedules that these are primarily 
external and covert events and, thus, not representative of internal 'verbal-emotional' 
repertoires. Nevertheless, these pleasant and unpleasant events clearly do influence 
psychological health outcomes.
11.1.4.2 Mood regulation as coping
Leaving aside issues concerning paradigmatic behaviourism's conception of 
basic behaviour repertoires, mood regulation strategies may be seen as overlapping 
with the idea of coping processes. Coping has been defined as, "overt and covert 
behaviours that are taken to reduce or eliminate psychological distress or stressful 
conditions" (Fleishman, 1984, p. 229). Authors who employ this construct typically 
distinguish between active coping strategies (problem-focussed or rational coping) 
oriented towards confronting stressors, and strategies focussed on efforts to reduce 
distress by primarily avoiding problems (emotion-focussed or avoidance coping) 
(Folkman & Lazarus, 1985; Holahan & Moos, 1987b; Roger, Jarvis, & Najarian, 
1993). Generally, the literature has found that active coping is associated with 
improved psychological outcomes while avoidance-style coping is not (Billings & 
Moos, 1981; Felton & Revenson, 1984; Aldwin & Revenson, 1987; Swindle & Moos, 
1992).
Within the childbearing context, Colletta and Greg (1981) reported that 
adolescent mothers who used a problem-focussed style as their method of coping 
reported lower levels of stress than did mothers who dealt with the emotional effects of 
the problem, redefined it, or avoided it. Terry (1991a), in her prospective study of 
childbearing couples, found that while problem-focussed coping was associated with
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decrements in anxiety at one month postpartum, emotion-focussed coping was 
associated with increments. In their prospective study of over 700 pregnant women, 
Gotlib, Whiffen, Wallace, and Mount (1991) found that escape-avoidance coping was 
predictive of depressive symptomatology at one month postpartum.
An examination of items on the measures used to construct the mood regulation 
ability construct - the Frequency of Self-Reinforcement Schedule, The Self-Control 
Scale, and the Negative Mood Regulation scale - reveals that there are behaviours 
included in these scales that are similar to both problem-focussed and emotion-focussed 
strategies. The possible confounding of these two types of items may explain why it is 
that the single-factor mood regulation ability construct employed here failed to 
demonstrate any influence on emotional outcomes in this study. It may be the case that 
by separating out these items, two factors can be extracted from the mood regulation 
ability items that do influence psychological outcomes.
11.1.5 The role of the context specific factors
The role of the context specific variables (model non-critical exogenous 
variables) in influencing psychological outcomes in this study was generally complex, 
with different variables playing a role at different stages of the childbearing process. 
This is not an altogether surprising result, and to some extent would be expected given 
that different types of factors may be more relevant at different stages of childbearing. 
This situation with respect to the context specific variables can be contrasted with the 
case for the model critical variables. The context specific variables are, after all, just 
that - context specific, and their effects could be expected to wax and wane. The model 
critical variables, on the other hand, should have displayed a fairly consistent pattern of 
influences throughout the study period.
Being an experienced parent (parity) was often associated with decrements in 
psychological health in this sample of childbearing couples, but not consistently so. On 
several occasions it was found to be associated with both negative and positive effects 
on psychological outcomes. This level of complexity may be partly to do with the types 
of changes and differential patterns of psychological health and mood that were evident
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in the study (see Chapter 6). Love in the marital relationship, on the other hand, 
demonstrated a fairly consistent positive impact on psychological health, with one 
exception. In the immediate postpartum period for females this measure of the quality 
of the marital relationship assessed in the second trimester of pregnancy, also 
demonstrated a weak negative impact by increasing state negative affect. Thus, women 
who repotted a higher level of love in the marriage also reported somewhat more 
negative mood in the immediate postpartum.
Given that love in the marital relationship displayed a reasonably consistent 
influence on positive outcomes it is somewhat surprising that conflict in the marital 
relationship failed to impact on the broad psychological health measures at all, and only 
impacted on state outcomes in the third trimester of pregnancy. This echoes the 
inconsistency in findings reported by O'Hara (1987) in his review of studies in this area. 
Further, if one considers that the measures of marital quality considered here are 'trait' 
like rather than 'state' like, this is a challenging finding. Much of the previous research 
into childbearing has taken a state approach to marital quality and studied it as a 
dependent rather than as an independent variable. Some authors (O'Hara et al., 1982; 
O'Hara, 1986) have even claimed that changes in marital quality through childbearing 
may even be a spurious finding, resulting from the negative impact that decrements in 
psychological health have on perceptions of the marital relationship. While this claim is 
not examined here, there was little evidence in the present study to suggest that the 
evaluation of marital conflict, made in the second trimester of pregnancy, was 
associated in any substantial way with decrements in either contemporaneous or 
subsequent psychological health.
There was also little evidence to support the view that economic pressures were 
important factors in psychological health (Ross & Huber, 1985; McLanahan & Adams, 
1987) for this sample. However, it must be remembered that the present sample of 
childbearing couples is not necessarily representative of the general population in this 
respect. The evidence from the questions concerning joint income and the evaluation of 
the couples perceived economic situation, as well as the researcher's own observations 
made when interviewing the couple, does not indicate that they were suffering a great 
deal of economic hardship. It is therefore not safe to conclude that economic hardship,
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or the perception of economic hardship, does not influence the psychological health of 
childbearing couples in general. Although the literature examining the general impact of 
wealth on well-being (Veenhoven, 1989; Wish 1986) has not consistently found lower 
levels of income to be associated with decrements in psychological health, a sample 
containing a greater variability with respect to the economic status of the childbearing 
couple would be necessary to more adequately assess the impact of this context specific 
variable.
Earlier, it was noted that control expectancy did not impact on psychological 
outcomes. This is not to say, however, that expectancies per se did not influence 
psychological outcomes. Of the three childbearing specific expectancies assessed - 
'anticipated difficulty of life style changes', 'expected difficulty in dealing with the baby', 
and 'expected difficulty in coping with the birth' - expected difficulty in dealing with 
the baby was the most often associated with psychological outcomes. But, again there 
were different patterns of results for males and females. Expected difficulty in dealing 
with the baby was often associated with decrements in psychological health for females, 
but for males was often associated with increments in both well-being and distress. 
Expected difficulty in coping with the birth, on the other hand, was found to be only 
associated with increases in immediate post-partum negative affect for both females 
and males.
Terry (1988, 1991b) found that the anticipated difficulty in managing the 
addition of a new baby to the family predicted postnatal anxiety in her sample of 
primiparous couples. This variable was not a consistent predictor of decrements in 
psychological health in this study. Differences between the results of the present study 
and Terry's may be due to the fact that she only studied primiparous couples while both 
primiparous and multiparous couples were examined here. Thus, in this study the 
anticipated difficulty may have been ameliorated by the fact that the multiparous 
couples had already experienced many of the associated lifestyle changes accompanying 
the introduction of a baby to the family. There was indeed evidence (Chapter 5) that 
primiparous couples reported a significantly higher level of anticipated difficulty than 
multiparous couples. Terry (1991b) has also reported an interaction between sex and 
this variable such that the effect of anticipated difficulty is more negative for males than
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females. The results of this study lend support to that finding in that, on the few 
occasions where anticipated difficulty was a significant predictor, it was associated with 
positive outcomes for females and with negative outcomes for males.
Finally, it should be noted that some of the effects of these context specific 
variables may have been masked due to some overlap with items in the pleasant and 
unpleasant events schedules. The pleasant and unpleasant event measures used here 
contain items from a wide range of life domains. An examination of the scales reveals 
that items on both of these scales relate to social support, socialising, environmental, 
and marital domains. Thus, some of the influence of context specific variables may have 
been attenuated because of the inclusion of similar items on these event frequency 
measures. On the other hand, the event frequency measures were more 'state' like than 
'trait' like and were measured at each stage of the child bearing process (except for the 
immediate postpartum period). Context specific measures, such as quality of the marital 
relationship and social support, were only measured once and taken to be generally 
indicative of the persons resources in that domain.
11.1.6 Psychological outcomes
Part of the rationale for this study was that previous research has tended to only 
examine the psychological impact of childbearing in terms of negative outcomes. It was 
argued here that this is an incomplete conceptualisation of psychological health, that 
positive and negative outcomes can be distinguished, and both should be examined in 
research in this area.
The use of the Mental Health Index to assess the broad psychological 
well-being and psychological distress dimensions in this study generated some 
problematic results. It can be argued that the high inverse correlations between these 
scales makes it difficult to maintain a distinction between the two dimensions of 
outcome. Further, the reciprocal paths between well-being and distress generated for 
the female psychological health models are somewhat ambiguous. The causal status of 
reciprocal relationships is conceptually unproblematic but empirically difficult to 
establish. As has already been argued, it is not difficult to see how the states of
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well-being and distress may influence each other. However, measurement overlap, in 
terms of the constructs involved, may be just as responsible for generating apparently 
non-recursive 'causal' relationships. The only way to really establish the causal status of 
these relationships is through experimentation, which in the case of psychological 
well-being and distress is just as problematic.
An examination of the items comprising the Mental Health Index might explain 
why it is that there is such a strong inverse relationship apparent between the 
well-being and distress dimensions. Many of the items in the Mental Health Index, an 
instrument devised by Veit and Ware (1983), are quite similar in wording and content 
to those found in other measures of broad psychological adjustment such as the 
General Health Questionnaire (Goldberg, 1972). Heady and Wearing (1992) have 
concluded that the General Health Questionnaire is, in fact, very poor at distinguishing 
between psychological well-being and distress. This, along with the evidence presented 
here, casts some doubt on the validity of Veit and Ware's (1983) claims about the 
degree of'separateness' of psychological well-being and psychological distress, at least 
in terms of the measures that they used to operationalise these constructs. The PANAS 
state positive and negative affect scales, on the other hand, did appear to support the 
distinction between psychological health and psychological distress to a greater extent.
Despite the strong relationship between the Mental Health Index distress and 
well-being measures, the hypotheses relating to the unique and separate predictors of 
these variables were generally upheld. That is, distress related predictors generally 
influenced distress related outcomes directly but not well-being related outcomes and 
well-being related predictors generally influenced well-being related outcomes directly 
but not distress related outcomes. This suggests that continuing the distinction, 
particularly with respect to the mood outcomes of negative and positive affect, is a 
useful research strategy.
11.1.7 Alternative theories of psychological health
The general model of psychological health presented here can be described as 
an 'additive' or 'main effects' model. That is, variables are conceptualised as having
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either direct or mediating effects on other variables. An alternative approach would be 
an 'interaction' or 'moderator' model. From this perspective variables are seen as 
interacting in their influence on other variables and/or certain variables moderate the 
paths between other variables. While no comprehensive model of psychological health 
has been developed along these lines, there are two areas of promising and pertinent 
literature. The first of these, and the most recent, focuses on the interaction between 
extraversion, social relationships and neuroticism in explaining psychological 
adjustment. The second, and more established literature, deals with so called 'buffer' 
models of stress and coping.
11.1.7.1 Interactions between extraversion and neuroticism
In a recent paper, McFatter (1994) has been highly critical of top-down models 
of psychological well-being such as that presented by Costa and McCrae (1980). 
Further, he questions the general consensus that, "....for both the personality and mood 
indicator domains, a two-factor structure seems to account for most of the variance." 
(p. 570). He has argued that additive and linear models of the relationship between 
personality factors and psychological health, in spite of apparent empirical support, are 
misguided because they have failed to assess alternative interaction hypotheses. 
McFatter argues that very few authors have tried to assess such interactions even 
though a number of studies (e g. Flotard et al., 1989; Pavot, Diener, & Fujita, 1990) 
have found evidence that supports an interaction between extraversion and neuroticism 
when predicting psychological well-being related outcomes. These studies have found 
that for those subjects who report either low levels of neuroticism or a high quality of 
social relationship, there is little relationship between their extraversion and well-being 
scores. That is, the relationship between extraversion and well-being only holds for 
those subjects who are neurotic or who have poor social support.
MacFatter (1994) attempted to replicate the above findings and extend this 
research into the prediction of both positive and negative mood outcomes. His results 
have supported those of Hotard et al. (1989) and Pavot et al. (1990) in that 
extraversion was associated with subjective well-being and depression for neurotic but 
not for non-neurotic individuals. Subjects who reported low levels of well-being or
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high levels of depression were what he described as 'neurotic introverts', a conception 
clearly reminiscent of Eysenck's (1967, 1970) notion of the 'melancholic type'.
Additionally, MacFatter (1994) has reported that the interaction of extraversion 
and neuroticism was predictive of both positive affect and negative affect. He found 
that, as was the case when predicting well-being and depression, it was only when 
subjects reported high neuroticism scores that there was a discernible relationship 
between extraversion and positive affect or negative affect. He argues that the results 
of his study, together with those of Hotard et al. (1989) and Pavot et al. (1990), 
support an interaction model that is incompatible with the main effects approach 
advocated by Costa and McCrae (1980).
However, a major difficulty with McFatter's (1994) approach is that he does 
not clearly distinguish between the traits of positive and negative affectivity and their 
state counterparts and, in fact, often confuses the two. Nevertheless, his approach 
might be useful in that it could explain why it is that in the present study the EPQ 
Extraversion scale was not strongly related to the other measures of reward sensitivity . 
Certainly the evidence here suggests that extraversion and reward sensitivity, which 
was more strongly associated with positive affectivity, are not interchangeable 
constructs.
11.1.7.2 The stress 'buffer' model mid other interactions with coping
A number of researchers (e.g. Perlin, Menaghan, Lieberman, and Mullan, 1981; 
Finney, Mitchell, Cronkite, & Moos, 1984) have argued for an interaction 'buffer' 
model in which stressful life events moderate the influence of coping and social support 
on individual health and well-being. Such a model proposes that the effects of coping 
resources or social support are only evident at high levels of stress. This interaction 
model can be contrasted to the additive, main effects, or 'stress-attenuation' approach 
(Finney et al., 1984; Cohen & Wills, 1985). In this type of model, irrespective of the 
level of stress experienced, coping resources or social support is argued to directly 
impact on psychological outcomes. If one were to interpret mood regulation ability as a 
coping process, then the additive model was applied in this study.
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Despite its reasonably strong theoretical rationale, the evidence with regard to 
the interaction model is equivocal. Terry (1988, 1989) examined both interactive and 
main effects models of the influence of coping resources on stress in her sample of 
primiparous childbearing couples. She concluded that the balance of evidence actually 
supported the main effects model rather than the interaction model. However, in a later 
study of undergraduate students, Terry (1991c) found some evidence supporting the 
notion that coping resources buffer the negative effects of threat on coping. 
Nevertheless, her evidence for the buffering effect, along with the evidence from others 
(e.g. Holahan & Moos, 1987b, Holahan & Moos, 1991), is far from conclusive.
There is perhaps stronger evidence suggesting interactive effects between 
neuroticism and coping. McCrae and Costa (1986) found that neuroticism is associated 
with the use of emotion-focussed strategies such as escapist fantasy, self-blame, and 
withdrawal, and that such coping strategies were judged to be generally ineffective. 
Endler and Parker (1990), using a different measure of coping, report similar findings. 
Parkes (1986), in a study of work demands, found evidence to support the 
interactionist view that the relationship between neuroticism and coping varied with the 
person's perceptions of the situation. In the same study Parkes also showed interactive 
effects of extraversion with neuroticism.
11.1.7.3 Other interactions
The original form of the pleasant and unpleasant event schedules, subscales of 
which were used in this study, requires subjects to rate items both for their 
pleasantness/unpleasantness and for their frequency of occurrence over the previous 
month. In the traditional use of these scales the pleasantness rating and frequency rating 
for each item are multiplied together to form a cross-product score for each item on the 
scale. These cross-products are then averaged to arrive at a final score (Lewinsohn et 
al., 1983; Lewinsohn et al., 1985; MacPhillamy & Lewinsohn, 1976, 1982). This 
process essentially weights each event for how pleasant or unpleasant it may have been 
for that particular individual. The rationale behind this procedure is that those events 
which are more pleasant or unpleasant should have a greater impact on psychological 
health. Although Lewinsohn and his colleagues have not identified this procedure as
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such, this strategy is equivalent to that of an interaction hypothesis. That is, the 
relationship between the frequency of an event and psychological outcome is 
moderated by the pleasantness or unpleasantness of the event. Thus, only events that 
have a high 'strength' rating should substantially impact on psychological outcomes.
Because the emotional value attached to events has been conceptualised as a 
personality variable in this thesis, the cross-product approach can be interpreted as a 
personality x environmental stressor interaction hypothesis. Similar to the results for 
the 'buffer' model of coping, the evidence to support this hypothesis is somewhat 
mixed. Lewinsohn and Hoberman (1982) claim that there is strong evidence that the 
Pleasant Event Schedule and Unpleasant Event Schedule have consistently shown that 
depressed individuals have lower rates of positive reinforcement and higher rates of 
punishment. However, a closer examination of the evidence reveals that the results are 
not so consistent and that Lewinsohn and Hoberman (1982) consider support for their 
position to come from either main effects, interaction effects, or both. Some studies 
reveal that only the frequency of pleasant events is associated with depression 
(Lewinsohn & Graf, 1973), others have found decrements in the frequency of pleasant 
events, strength of pleasant events, and their cross-product in depressed subjects 
(MacPhillamy & Lewinsohn, 1974). Lewinsohn and Amenson (1978) and Lewinsohn 
and Talkington (1979) failed to find any relationship between depression and the 
frequency of unpleasant events. However, depressed subjects in their study did tend to 
rate events as being significantly more unpleasant than controls. More recently, 
Wilkinson (1993) has reported significant negative correlations between Beck 
Depression Inventory scores and pleasant event frequency, and pleasant event 
cross-product scores, but not with pleasant event strength ratings. Significant positive 
correlations were also reported between Beck Depression Inventory scores and the 
frequency and strength ratings of unpleasant events as well as the cross-product scores.
The work of Lewinsohn and his colleagues has been essentially based within a 
depression paradigm and has not extended into examining general psychological health. 
However, his approach, along with the evidence from the coping literature and the 
Extraversion-Neuroticism interaction literature, suggests that interaction models may 
be worth investigating in terms of their ability to explain individual differences in
222
psychological distress and well-being. In the childbearing context, there is evidence that 
interactions between a range of different types of independent variable are associated 
with psychological outcomes. For example, when predicting postnatal anxiety Terry 
(1991a) has found interactions between sex and control expectancy, anticipated 
difficulty of the event, and recent and concurrent stressors.
11.2 Changes in Psychological Outcomes
Two measurement strategies were used in this study to assess the psychological 
outcomes of the research participants. Firstly, both self-rated and spouse-rated 
measures of positive and negative state affect were used to assess the individual's mood 
outcomes. Secondly, the Mental Health Index was used to assess the broader 
psychological health dimensions of psychological well-being and psychological distress. 
The results from both of these measurement strategies raise doubt about the current 
conceptualisation of the differential effects of childbearing, both in terms of sex and 
parity, on psychological health. Overall, the results are not consistent with the view that 
new parents experienced greater decrements in psychological health than experienced 
parents. However, there was some evidence that women experienced a greater increase 
in some types of negative outcomes than men.
11.2.1 Mood outcomes
There are four major conclusions that can be drawn from the state positive and 
negative affect data.
1. The validity of the spouse-rated state version of the PANAS as a measure 
of the partner's mood state is questionable.
2. Through the childbearing period studied there was a small net increase in 
positive mood but not negative mood. However, negative mood did 
increase slightly for females.
3. There was a marked peak of positive mood in the immediate postpartum.
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4. Both female and male mood fluctuated throughout the study. These 
fluctuations were similar for positive mood but not for negative mood.
Both the correlations between self-ratings and spouse-ratings of mood and the 
pattern of mood changes suggest that these two measurement strategies are not 
measuring the same mood construct. This evidence, together with that of problems 
associated with the spouse-ratings of trait mood, suggests that further research is 
needed to clarify what it is that spouse-ratings of mood are measuring. While there was 
some evidence that the spouse-ratings of mood state were actually assessing the rater's 
own mood state rather than that of their partners, there is still some question over the 
validity of this observer rating strategy when examining mood states or traits.
The self-rated state mood data indicates that childbearing can not simply be 
characterised as a process with negative consequences for the individual. Using an 
appropriate measure of positive mood there was evidence of a modest overall increase 
in positive affect from the initial second trimester data collection to the third 
postpartum month follow-up, irrespective of sex or parity. With respect to negative 
mood, the results indicated that while the men's level of state negative affect was 
similar at the follow-up to their initial level, the women in this study reported a slight 
increase in negative mood.
Perhaps the most striking finding with respect to the mood data is the 10 day 
postpartum peak of positive affect reported by the research participants. This peak 
occurred for both men and women and for both new and experienced parents. This 
finding suggests that the so called 'maternity blues' (which has been argued to be 
experienced by most women after parturtion) may have been misconstrued because 
researchers have not systematically and appropriately examined changes in positive 
mood along with changes in negative mood. The 'maternity blues' has been typically 
defined as a transitory mood state, characterised by dysphoria, sadness, and depressed 
mood (Thirkettle & Knight, 1985; O'Hara, 1987). The particular combination of 
positive affect and negative affect that would correspond to such a depressed state has 
been defined by Clark & Watson (1991) as a high level of negative affect and a low 
level of positive affect. The elevated period of positive mood found here does not
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support the contention that the immediate postpartum period is characterised by 
depressed affect or dysphoria. Further, this period was only a peak period of negative 
affect for primiparous women and not for multiparous women or men. This suggests 
that research which only looks at primiparous women may also be misrepresenting the 
character of the mood state during the immediate postpartum. It can not be concluded 
that the immediate postpartum is a period of increased negative mood for experienced 
mothers given that their level of mood 'disturbance' was similar across the third 
trimester, immediate postpartum and three month postpartum data points. The data 
presented here indicates that for women the 10 days or so after the birth of the baby is 
characterised by a mixed mood state, filled with joy and, at the same'time, some level 
of distress. To characterise this as a 'depressed' or 'sad' mood state would seem 
inappropriate.
A finding that warrants some comment is that of the sharp decrease in negative 
mood from prepartum levels to the 10 day postpartum period for experienced fathers 
and the subsequent increase back to prepartum levels at the three month follow-up.
This finding was quite unexpected and it is not clear why such a large change should 
occur for experienced fathers and not for new fathers Perhaps there are some changes 
in household responsibility and care of the other children in the family that is 
influencing this outcome for fathers who already have children. Further research that 
considers fathering style (Russell, 1983) may be beneficial in addressing this issue. 
Regardless of this particular mood change, it is clear that there is a pattern of change in 
mood outcomes for men as well as for women. This pattern suggests that while there 
are similar positive effects of childbearing on mood outcomes for both men and 
women, there are less negative effects for men than there are for women.
The self-rated negative affect data could also be interpreted as militating against 
a simple biological explanation of changes in mood state after parturition. While 
first-time mothers reported a large increase in negative affect from the third trimester to 
the third postpartum month, experienced mothers did not. Further, experienced fathers 
reported a major decrease in negative affect during the same period whereas first-time 
fathers only reported a small decrease. If simple changes in biological variables, such as 
beta-endorphins (Smith et al, 1990), were responsible for mood changes during this
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period then one would not expect parity of the mother to matter nor would one expect 
such large changes in mood states for males, regardless of their parental status.
11.2.2 Well-being and distress outcomes
Five major conclusions follow from the analysis of the psychological health data 
when using the broader constructs of psychological well-being and psychological 
distress, and their relevant lower order scales, as outcome measures.
1. Experienced parents reported lower levels of psychological health than new 
parents throughout the study.
2. Irrespective of parity or sex, subjects reported decrements in psychological 
well-being and increments in psychological distress.
3. There is no evidence from the psychological health data that new parents 
suffered greater decrements in psychological health than experienced 
parents.
4. The psychological health data does not support the view that during 
childbearing women suffer greater decrements in psychological health, when 
defined as distress and well-being, than their male partners.
5. The analysis of the lower order scales associated with psychological distress 
revealed that there are differences and changes in psychological outcomes 
that are not evident when examining the more general distress dimension.
The results of this study are commensurate with other studies that have found 
that the state of parenthood itself is associated with decrements in psychological health 
(e g. McLanahan & Adams, 1987, 1989), Experienced parents consistently reported 
both lower levels if psychological well-being and higher levels of psychological distress 
than new parents throughout the nine month study period. Further, the assessment of 
psychological outcomes using the psychological well-being and psychological distress 
scales does not support the contention that individuals having their first baby suffer 
greater decrements in psychological health than couples who already have children. 
Irrespective of sex or parity, subjects reported decrements in psychological well-being
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and increments in psychological distress through the study period. In terms of these 
broader psychological outcome measures, it can not be concluded that first-time 
parents 'suffered' more than experienced parents, or that women experienced more 
negative consequences from childbearing than men. Neither of these findings is in 
accordance with the prevailing view in the literature and they are certainly not 
consistent with the view that the transition to parenthood is a 'crisis' (Lemasters, 1957; 
Dyer, 1963), at least in the shorter term.
These results do suggest, however, that the psychological health of first-time 
parents is likely to deteriorate in the longer term because they will eventually become 
experienced parents themselves. Of course this study does not contain any comparison 
with non-childbearing couples. Thus, it is possible, for example, that the psychological 
health of experienced parents who are not having another child is better than that of 
experienced parents who are - or that the psychological health of non-childbearing 
childless couples is better than that of childless couples who are having their first child.
It is clear that future research in this area would profit by making such comparisons.
The results from the analyses of the psychological well-being and psychological 
distress outcome measures are not entirely commensurate with those from the analysis 
of the more circumscribed mood outcomes. While the mood outcomes showed a slight 
improvement in the well-being related measure of state positive affect through the 
childbearing period, the Mental Health Index scale of psychological well-being actually 
showed a deterioration in psychological health. One reason for this may be that these 
different measures reference different time frames. The Mental Health Index scales 
refer to the individual's state over the past month whereas the PANAS mood scales 
refer to mood in the last week. Alternatively, it might be concluded that to some extent 
the use of the broad psychological distress and psychological well-being measures 
results in a loss of useful information when considering psychological outcomes in 
childbearing. An examination of the unique contributions made by the lower order 
distress related scales of the Mental Health Index suggests that it is beneficial to 
examine more specific psychological outcomes, such as depression, anxiety, and 'loss of 
control', in childbearing individuals.
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A feature which emerged from the lower order scale analysis, not evident when 
considering the broader outcome measures, was the apparent differential impact of the 
birth on males and females. While self reports of anxiety level did not increase 
significantly after the birth of the baby for males, they did so for females. This result is 
consistent with the mood data and supports the proposition that there are negative 
aspects of childbearing that are greater for females than males. On the other hand, it 
should be noted that depression did not increase significantly more for females than 
males and, in fact, did not change throughout the study period regardless of sex or 
parity. This is a particularly important finding because much of previous literature, 
particularly that from the psychiatric approach, has focussed on examining childbearing 
outcomes in terms of depressive symptomatology. The results here suggest that a wider 
range of outcome conceptualisations need to be considered.
The lower order scale of'loss of control', a distress related measure referring to 
the individual's ratings of the extent to which they feel they have lost control over their 
own behaviour, thoughts, and feelings (Veit & Ware, 1983), also emerged as 
significantly increasing over time and as being significantly lower for primiparous than 
multiparous individuals. Possibly this finding is a reflection of the extent to which 
individuals feel a loss of control over 'external' as well as 'internal' events. It is quite 
plausible that childbearing is, for some individuals at least, an aversive experience 
because events become 'out of control'. Similarly, parenthood in general may be 
experienced negatively if the individual feels that they have little control over events 
occurring in their life. Note, however, that there was no significant difference between 
primiparous and multiparous individuals in the mean level of trait control expectancy as 
measured by the modified Locus of Control of Behaviour scale.
Despite the finding that levels of depression did not change during the study 
period, it is clear that even after controlling for differences in self reports of positive 
affect and anxiety, females generally reported higher levels of depression and loss of 
control than males. Such a finding is not particularly surprising given that females in the 
wider population generally report higher levels of depression than men (Lewinsohn, 
Hoberman, Teri, & Hautzinger, 1985; Jorm, 1987). With regard to loss of control it is
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interesting to note that, as was the case for parity, there was no difference in the mean 
level of control expectancy between men and women.
The pattern of results for these outcome measures also suggests, contrary to 
expectations, that the physiological and lifestyle changes for women associated with 
pregnancy did not appear to have a significant impact on their psychological health. 
Rather, significant changes, indicated by either the higher order or lower order Mental 
Health Index scales, only occurred after the birth of the baby and not between the 
second and third trimesters of pregnancy.
11.3 Limitations of This Study
There are a number of limitations to this study, some of which have already 
been discussed. The most significant methodological limitation, which impacts on both 
the external and internal validity of this research, is the restricted sample of childbearing 
couples. Another limitation, which is also related to the sample issue, is that a 
multi-wave analysis linking psychological outcomes throughout the study has not been 
undertaken here. There is also some question as to the extent to which the application 
of the general psychological health model to the childbearing context represents a 
reasonable test of this hypothesised structure.
The are two issues concerning the sample of childbearing couples used in this 
study: size and representativeness. While the sample size used in this study was similar 
to that used in many other studies in this area (Collins, Dunkel-Schetter, Lobel, & 
Scrimshaw, 1993; Knight & Thirkettle, 1986;Hapgood et al., 1988; O'Hara, 1986; 
Troutman & Cutrona, 1990; O'Hara et al., 1984; O'Hara et al., 1990), it was quite 
small in terms of the application of structural equation modelling techniques. The type 
of problem that may result from small sample sizes in structural equation modelling was 
discussed in Chapter Seven. Although there is a literature (e.g. Boomsma, 1983, 1987) 
in the structural equation modelling field that addresses this issue, suffice to say that the 
utility of these procedures are maximised when large sample sizes are employed. Thus, 
some caution should be taken when generalising the results of the confirmatory factor 
analysis and the path models evaluated in this study.
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The situation with regard to the structural equation models is also somewhat 
aggravated in this study by the dependent status of the couple data. As it turned out, 
however, the decision to analyse the male and female data separately resulted in a 
number of interesting findings with regard to assumptions that have been made in the 
previous literature. Testing the male and female data separately often generated 
different observed models. This suggests that the issue of sex differences in 
psychological health measurement and aetiological models needs to be further 
examined. However, it would not be enough simply to conclude, for example, that 
reward sensitivity is a better predictor of psychological health for males than females. If 
it is the case that different models need to be used for females and males in accounting 
for individual differences in psychological health, then an adequate theoretical account 
will need to be generated to explain this.
A larger sample size would also be beneficial in that it would allow other forms 
of structural models, such as multi-wave models, to be examined. There is evidence 
that current psychological health status is strongly predicted by previous psychological 
health status (Lewinsohn et al., 1985; Duncan-Jones, Fergusson, Ormel, & Horwood, 
1990). There is also good evidence from the childbearing literature that postpartum 
psychological health status is best predicted by antenatal psychological health status 
(O'Hara et al., 1982; Watson et al., 1984). While it was not the purpose of this study to 
generate models which simply maximise the prediction of psychological adjustment, 
there was evidence, from the correlations between outcomes variables over 
measurement points (see Table 5.16), that broad psychological health outcomes were 
fairly stable, particularly in terms of psychological distress. However, when outcomes 
were operationalised using the one week state mood measures, there was less 
consistency over time (see Table 5.13). The extent to which such stability, or the lack 
there of, in psychological outcomes is a function of the variables posited as significant 
aetiological factors has not been examined in this study.
The sample used here was not randomly selected and is not representative of 
the general population of childbearing couples. Particular biases to note are that 
individuals in this sample reported a higher average family income and a higher level of 
education than the average Australian (or ACT) resident. Self-selection of subjects has
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also been identified as a limiting feature (May & Perrin, 1985) of this area of research. 
There is a reasonable chance that individuals suffering from a high degree of personal 
distress or marital distress would not have volunteered for this study. If that is the case, 
then this sample of childbearing couples is not only wealthier and better educated than 
the average childbearing couple, they also have better overall psychological health and 
a better marital relationship. Clearly, a randomly selected population sample generating 
greater variance in key variables would have been preferable. Despite these criticisms, 
it can be claimed that the sample used in this study is, nevertheless, representative of a 
good proportion of the population.
It must be stressed that this study has only attempted to evaluate the utility of 
the proposed general psychological health model in the context of childbearing. It may 
be argued that in other contexts greater support for the model would have been 
generated. Having said that, the theoretical accounts that led to the proposed model do 
not imply that that these processes only apply in some situations and not in others. 
Thus, the success or failure of the model, or aspects of the model, within the 
childbearing context, can not simply be discounted unless it is argued that the 
childbearing situation is so unique that 'normal' psychological health processes no 
longer apply. Certainly, any context is likely to have specific influences on 
psychological health and indeed such factors were considered in this study. However, 
there is little reason to believe that childbearing is such an extreme or unique situation 
that, for example, the normal mediating role of mood regulation ability ceases to 
operate. Nevertheless, this does not obviate the need to seek further empirical evidence 
of the status of the general model presented here, or its subsequent modifications, by 
applying it to psychological health outcomes in other contexts.
11.4 Implications for Further Research 
11.4.1 Psychological health models
The results of this research indicate a number of directions for future research 
into psychological health models. The nature and measurement of reward sensitivity, 
for example, needs further clarification. The present results question the extent to
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which reward sensitivity can be equated with extraversion. Further research should be 
undertaken using alternative measures of extraversion, and perhaps newly developed 
measures of Gray's constructs such as the BIS/BAS scales (Carver & White, 1994).
The failure of the mood regulation ability construct to influence either 
well-being or distress related psychological health outcomes suggests that more 
theoretical and empirical work is necessary in this area. The 'coping' approach may 
represent a viable alternative to mood regulation for the psychological health model. 
However, a theoretical rationale will need to be developed and articulated that links 
approach and avoidance coping strategies with the other major influences on 
psychological health, such as dispositional emotional temperaments. The implications 
of interactional models, such as the 'buffer' model and McFatter's (1994) 
Extraversion-Neuroticism interaction model, need further exploration both in terms of 
how they may relate to each other as well as how they may be incorporated into a 
general model of psychological health.
The evidence from the two higher-order scales of the Mental Health Index 
indicates difficulties in using these measures to distinguish between well-being and 
distress. In further research addressing these distinct dimensions of psychological 
health, it might be more useful to use combinations of other types of measures, such as 
happiness scales, life satisfaction indices, and specific anxiety scales as suggested by 
Heady and Wearing (1992) (see Chapter 2).
The link between an individual's psychological health and that of his or her 
partner's was not considered in this study. It would seem reasonable that the 
psychological health or mood state of one member of a stable, marital dyad would have 
some impact on the other member. While there is some evidence of an emotional 
'contagion' effect (Sullins, 1991; Hatfield, Cacioppo, & Rapson, 1993) in experimental 
research, non-experimental research on this question in married couples is highly 
complicated given the confounding effects of other factors, such as quality of the 
marital relationship (Coyne, 1987). Further, there is considerable debate about whether 
reported decrement in the quality of the marital relationship indicates an aetiological 
role for this variable in psychological health, is in indicator of depressive symptoms, or
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results from depression itself (O'Hara et al., 1982, O'Hara, 1986, Beach & O'Leary, 
1993).
11.4.2 Childbearing
There are a number of recommendations and implications for further research 
that follow from the results of this study's specific childbearing data. Firstly, the overall 
decreased level of psychological health reported by multiparous parents in this study, 
when compared to primiparous parents, remains largely unexplained. While this finding 
is consistent with previous work that has demonstrated that childless couples report 
higher levels of well-being and lower levels of distress than couples with children, 
further research is necessary to identify the factors that underlie these differences. 
Studies using multiple matched comparison groups are required. While there are a few 
examples of such research (e g. O'Hara, ct al., 1990) using only women, studies 
examining both non-childbearing and childbearing couples as well primiparous and 
multiparous couples are required to more fully explore differential psychological health 
outcomes in childbearing.
One advantage that this study has over other similar studies in this area is that 
data were collected from fairly early in childbearing, in the second trimester of 
pregnancy. In most previous prospective research, data has only been collected from 
the third trimester onwards. Although there are considerable logistical problems, there 
is a need for 'truly' prospective research in this area. This would entail the recruitment 
of the couple into the study before pregnancy rather than well after pregnancy. The 
change from non-childbearing to childbearing status is one that has not been adequately 
examined. It is possible that significant changes in psychological health, either positive 
or negative, occur across these states. At the other end of the childbearing process, 
there is a need for studies examining the impact of childbearing in the longer term. 
While this study only considered outcomes to three months postpartum, there is strong 
reason to suspect that eventually the psychological health outcomes of primiparous 
couples would approach those of multiparous couples. However, studies using longer 
follow-up periods are required to find out how long this takes and what further 
determinants might be involved. Studies that follow couples from pre-pregnancy
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through to several years after childbirth may lead us to a better understanding of why it 
is that parenthood itself is associated with decrements in psychological health. Studies 
over the longer term would also be advantageous in that models of psychological health 
that have been developed for such time frames, such as Heady and Wearing's (1992) 
Balanced Equilibrium Model, could also be assessed.
While the results of this study pose a significant challenge to the current 
conception of the maternity blues, there is a need for further research to clarify our 
understanding of mood states in the immediate postpartum period. While there is good 
evidence that the PANAS scales used here are reliable and valid measures of positive 
and negative affect, a more 'fme-grained' approach to assessing mood states in the 
puerperal period may be useful. In this study, mood during this period was only 
evaluated ten days after the birth of the baby. To verify the findings with regard to the 
level of positive and negative affect experienced in the immediate postpartum, mood 
should be assessed on a daily basis during this period. Given the debate over the length 
of time in which mood disturbance in the postpartum is manifested, such an approach 
would have further advantages in that the peak points of both positive and negative 
affect may be identified more precisely .
11.5 Conclusion
The results of this study question some widely held assumptions concerning the 
psychological consequences of childbearing. The transition to parenthood is commonly 
conceived of as representing a challenge to the individual's psychological resources and 
as an almost inherently 'negative' experience. Yet there was little evidence from this 
study that those individuals who were having their first child experienced this event as a 
'crisis'. There was evidence, however, that those who were already parents consistently 
reported poorer psychological adjustment than those who were having their first child. 
There was also evidence that while some aspects of psychological distress, such as 
anxiety and negative affect, actually increased through the study period, other aspects, 
such as depression, did not. It is also commonly believed that the immediate 
postpartum period is characterised by a dysphoric or depressed mood state. However, 
this study has shown that if both positive and negative mood states are assessed
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appropriately, this is also a period of intense positive or 'euphoric' mood. To focus just 
on the negative aspects of this experience does not do justice to the experience of 
either mothers or fathers.
Beyond the descriptive aspects of childbearing, this study has produced 
evidence that both internal temperamental factors and external 'events' impact on the 
psychological health of individuals during childbearing. Additionally, there was 
evidence to support the view that psychological health is more adequately conceived of 
as consisting of the two dimensions of distress and well-being. Overall, however, the 
general psychological health model developed out of the extant mood, personality, and 
psychological health literature and applied to the childbearing context could not be said 
to have been empirically supported. The failure to support internal individual 'resources' 
(repertoires of covert behaviour) that promote positive aspects and ameliorate negative 
aspects of psychological health poses a significant problem for theoretical approaches, 
such as paradigmatic behaviourism, that have attempted to integrate such constructs 
into their models of psychological adjustment. Other approaches to psychological 
health that not only employ alternative constructs, such as approach and avoidance 
coping, and non-additive relationships between variables, need to be considered. 
However, it is imperative that attempts be made to develop theoretical accounts that 
can incorporate and integrate these constructs and forms of relationship in a coherent
manner.
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THE EMOTIONAL RESPONSES OF COUPLES TO 
PREGNANCY, CHILDBIRTH AND NEW PARENTHOOD
INFORMED CONSENT
I ,___________________________________________________, agree to participate in a research
study conducted by Ross Wilkinson of the Department of Psychology of the Australian National
University. I certify that I am at least 18 years old and that I was born on_____________________ .
I understand that the purpose of the study is to help researchers gain a better understanding of the 
emotional responses of couples to pregnancy, childbirth, and the first 12 weeks following childbirth.
I understand the following
1. I may refuse to continue to participate at any time and that my refusal will in no 
way affect my medical care.
2. I have seen the research schedule and agree to be interviewed and complete 
questionnaires as best I can when required by that schedule.
3. The questionnaires mentioned in the schedule will be measures of certain 
psychological traits and attitudes.
I understand that all information gathered will be kept strictly confidential and that no medical or 
personal information will be released to anyone unless authorized by me in writing. I understand 
that at the end of my participation the researchers will answer any and all questions I have 
regarding this study.
I understand that I can not expect any direct material benefit from my participation in this study. 
However, it has been explained to me that my participation in this research may help me to 
understand my own reactions to having a baby and being a parent and will further the knowledge 
that researchers have of the types of emotional responses that couples have to pregnancy and the 
period around childbirth.
I certify that I have read the preceding, or it has been read to me, that I understand its contents, and 
that any questions I have pertaining to the preceding have been answered by the interviewer and that 
permission is freely given without duress.
Signature
Date
Witness
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DEMOGRAPHIC INFORMATION
N A M E ______________________________________________________
S P O U S E ______________________________________________________
ADDRESS ______________________________________________________
_______________________________________________________ POSTCODE.
PHONE NUMBER: Home__________________ W ork(M o)____________
W ork(Sp)____________
BIRTHDATE (M o)_______________ COUNTRY OF BIRTH(M)__________
(Sp) _______________  (Sp)_________
If you were not born in Australia, when did you come to Australia.__________
Where were your parents born? (Mo) Mother
Father
(Sp) Mother
Father
MARITAL STATUS (Please tick one)
Married ______
Defacto ______
How long have you been living together as a couple? ___________________
Have you ever been married to anyone else? Yes
No
NUMBER OF CHILDREN IN YOUR FAMILY
Number of children who are related to you by birth? ________
Number of children who are related to you by marriage? ________
Do you have any children from another relationship? (Mo)_______  (Sp)___
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EDUCATION
Circle the letter next to the highest level of education achieved (square for spouse).
A. no formal education
B. attended primary school
C. completed primary school
D. attended secondary school
E. completed Intermediate or Junior certificate, Schools Boards (C 
certificate).
F. Matriculation, Higher, Leaving, or Senior certificate, Schools Boards (A 
and B certificates).
G. attended Tertiary College or University
H. completed Tertiary College or University (2 years or more)
I. completed Postgraduate degree.
EMPLOYMENT
Do you currently have a job? (working for pay or profit)(tick for Mo, X for spouse) 
Y es____
If yes, Part tim e_________ or Full tim e_________
No ____
If No, why is that? -retired ____
-home duties ____
-seeking work Full time____
Part time____
-student ____
-other (Specify)___________________
How long since you were last employed?______________________________
Is your pregnancy a factor in why you are not working now? Yes __
No ___
Yes _  
No
If you had a choice would you be working now?
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What is you usual occupation, that is, what are you best trained for or most 
experienced in (exact job title)?______________________________________________
Are you working in such a job now? Yes ___
No ____
INCOME
What is your estimated combined income (before tax)? (Please tick one)
1. $ 10 000 or less _______
2. $10 000 to $20 000 _______
3. $20 000 to $30 000 _______
4. $30 000 to $40 000 _______
5. $40 000 to $50 000 _______
6. $50 000 to $60 000 _______
7. $60 000 to $70 000 _______
8. $70 000 or more _______
How would you describe your current financial situation?
1.quite comfortable 2.OK 3.getting by 4.struggling to make ends meet.
RELIGION
What is your religion? (M o)__________________ (Sp)__________________
How active is your involvement in religion?
very active moderately active occasionally active not active at all na 
MEDICAL
Do you suffer from any medical condition that may influence your pregnancy or
delivery? Y es____  No ____
If yes, please supply some details.____________________________________
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EXPECTATIONS
Please answer the following questions by placing a circle around the number of the 
answer that applies the most for you.
1. To what extent was your baby planned? Would you say your baby was....
1. Accidental
2. Somewhat planned
3. Completely planned
2. How important do you think the arrival of your child is?
1. Not an important event at all
2. Not a very important event
3. A fairly important event
4. One of the most important events in my life.
5. The most important event in my life.
3. How difficult do you think it will be to deal with your new baby ?
1 2  3 4
easy somewhat difficult quite difficult very difficult
4. How much will having this baby change your present life style?
1 2 3 4
not at all just a bit a fair amount a great deal
5. Whether or not I have any problems handling our new baby is something that I can
influence...
1 2 3 4
not at all just a bit a fair amount a great deal
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PERSONAL RELATIONSHIP QUESTIONNAIRE
Looking after children, managing a household, going to work or looking for work can all take up 
a lot o f time and energy. It is not surprising that somewhere along the line many couples report 
some difficulties in keeping up a personal relationship with their partner.
The following items ask about some aspects o f your personal relationship with your partner a), 
in relation to the baby that you are expecting and b). independent o f the baby. For each question 
please circle a number that best describes your personal relationship at the present time.
Part A
1. Once you have looked after the household, work, and your own interests, how much time 
have you left to spend together as a couple? (P)
None 1 .............2 ..............3 .............. 4 .............. 5 .............. 6 .............. 7 A great deal
2. How often do you feel that your personal relationship would be happier without the baby?
(P)
Never 1 ............ 2 .............. 3 .............. 4 .............. 5 .............. 6 ..............7 Very often
3 . To what extent do you feel that your baby helps to improve and enrich your personal 
relationship with your partner? (P)
Not at all 1 ............ 2 ..............3 .............. 4 .............. 5 ..............6 ..............7 Very much
4. To what extent do you find that the baby is a source o f stress or problems for your personal 
relationship with your partner? (P)
Not at all 1 ............ 2 ..............3 .............. 4 .............. 5 ..............6 .............. 7 Extremely so
5. To what extent do you feel that having this baby brings you closer together as a couple? (P)
Not at all 1 .............2 ..............3 .............. 4 .............. 5 ..............6 ..............7 Very much
Scales: P = Parenting, A = Ambivalence, C = Conflict, L = Love, M = Maintenance
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6. To what extent do you feel that the baby gets in the way and makes it harder for you to 
develop fully your personal relationship with your partner? (P)
Not at all 1 ........... 2 ............ 3 .............4 .............5 .............6 .............7 Very' much
7. To what extent do you feel that being parents is an important and essential pail of your 
relationship with your partner? (P)
Not at all 1 ........... 2 .............3 .............4 .............5 .............6 .............7 Very essential
Part B
The following questions ask about some aspects of your personal relationship with your partner 
- independent of your baby. Again, circle the number in the box that best describes your 
personal relationship at the present time.
1. How often do you disagree w'ith your partner on issues like relaitves, money, habits, jobs, 
etc.? (C)
Never 1 ........... 2 .............3 .............4 .............5 ............ 6 .............7 Very often
2. To what extent do you have a sense of "belonging" with your partner? (L)
Not at all 1 .............2 ............ 3 .............4 .............5 .............6 .............7 Completely
3. To what extent do you reveal very personal feelings to your partner or disclose very intimate 
things about yourself? (M)
Not at all 1 .............2 ............ 3 .............4 .............5 .............6 .............7 Very much
4. How often do you and your partner argue with one another? (C)
Never 1 ........... 2 .............3 .............4 .............5 .............6 .............7 Very often
5. How much do yoq feel you "give" to the relationship? (L)
2 ........... 3 .............4 .............5 .............6Very little 1 7 Very much
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6. How often do you wish your partner would change some of his/her habits or attitudes? (C)
Never 1 ........... 2 .............3 .............4 .............5 .............6 .............7 Very often
7. To what extent do you actually try to change things about your partner that bother you (e.g. 
behaviours, attitudes, et.)? (C)
Not at all 1 ........... 2 .............3 .............4 .............5 ............ 6 .............7 Very much
8. How confused are you about your feelings towards your partner? (A)
Not at all 1 .............2 ........... 3 .............4 ..............5 .............6 ............. 7 Extremely
9. To what extent do you love your partner at this stage? (L)
Not at all 1 . ' . . ' 2 . . . . . 3 . . . * . 4 ........... 5 ............ 6 .............7 Very much
10. How keen are you to spend time discussing problems with your partner when they arise and 
to try and work on them? (M)
Not at all 1 ........... 2 .............3 .............4 .............5 .............6 .............7 Very keen
11. How much do you think or worry about losing some of your independence in your 
relationship with your partner? (A)
Not at all 1 .............2 ............ 3 ............. 4 .............5 .............6 ............. 7 Very much
12. To what extent do you feel that the things that happen to your partner also affect you and 
are important to you? (L)
Not at all 1 .............2 ............ 3 ............. 4 .............5 .............6 ............. 7 Very much
13. How often do you wish you would spend more time talking about the quality of your 
relationship and maybe how to improve it? (M)
Never 1 ........... 2 .............3 .............4 .............5 ............ 6 .............7 Very often
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14. How often do you feel angry or resentful toward your partner? (C)
Never 1 ...........2 ..............3 ............4 ..............5 ............6 .............. 7 Very often
15. To what extent do you feel that your relationship is special or unique compared to others 
you've been in? (L)
Not at all 1 ........... 2 ............ 3 .............4 .............5 .............6 .............7 Very much
16. To what extent do you try to change your own behaviour in order to improve your 
relationship with your partner? (M)
Not at all 1 ...........2 ............ 3 ............. 4 ............ 5 ............. 6 ............. 7 Very much
17. How sure are you about continuing in this relationship with your partner in the long run? 
(A)
Very sure 1 ...........2 ..............3 ............ 4 ............. 5 ............ 6 ..............7 Not sure at all
18. How committed do you feel toward your partner? (L)
Not at all 1 ...........2 .............3 ............. 4 ............ 5 ............. 6 ............. 7 Totally
19. How close do you feel toward your partner? (L)
Not at all 1 ............. 2  3  4 ............5  6 .............7 Extremely close
20. To what extent do you feel that your partner demands or requires too much of your time and
attention? (A)
Not at all 1 ...........2 ..............3 ............ 4 ............. 5 ............6 ..............7 Far too much
21. How much do you need your partner at this stage? (L)
Not at all 1 ...........2 .............3 ............. 4 ............ 5 ............. 6 ............. 7 Very much
22. How much sexual intimacy do you share with your partner? (L)
None 1 ............. 2  3  4 ............5  6 ............ 7 A great deal
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23. How much do you tell your partner what you want or need from the relationship? (M)
Very little 1 ........... 2 .............3 .............4 .............5 .............6 .............7 Very much
24. How attached do you feel to your partner? (L)
Not at all 1 ............... 2  3  4 ..........5 ............6 ............. 7 Very much
25. When you and your partner argue, how serious are the problems or arguments? (C)
Not at all 1 ........... 2 .............3 .............4 .............5 .............6 .............7 Very serious
Serious
26. To what extent do you express negative feelings toward your partner (e.g. anger, 
dissatisfaction, frustration, etc.)? (C)
Not at all 1 ............... 2  3  4 .......... 5 ............6 ............. 7 Very much
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SOCIAL PROVISIONS SCALE
These questions ask about the role that other people, apart from your spouse, play in your life. 
Try' to answer these questions without considering your spouse. Please indicate the degree to 
which the following statements are true for you by circling a number.
1. I can always depend on my family to help if I really need it.
Not at all true 1--------2--------3--------4---------5-------6--------7 Completely true
2. I have friends who enjoy the same activities I do
Not at all true 1------- 2--------3--------4--------- 5-------6-------- 7 Completely true
3. I don't think people at work, or in groups I belong to know and value me.
Not at all true 1--------2--------3--------4---------5-------6--------7 Completely true
4. There is a trustworthy person I could turn to for advice if l were having problems.
Not at all true 1------- 2--------3--------4---------5-------6-------- 7 Completely true
5. There is no one who really relies on me for their well-being.
Not at all Hue 1--------2--------3--------4---------5-------6--------7 Completely true
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ANTICIPATED DIFFICULTY
Below is a list of changes in lifestyle that you may have to make after the birth of your 
child. Tick how difficult you think they will be for you.
1. Loss of sleep.
Not difficult _______
Fairly difficult _______
Very difficult _______
2. Worry associated with the added 
responsibility of a child.
Not difficult _______
Fairly difficult _______
Very difficult _______
3. Less time with partner.
Not difficult _______
Fairly difficult _______
Very difficult _______
4. Changes to your marital 
relationship.
Not difficult _______
Fairly difficult _______
Very difficult _______
5. Changes to your financial situation.
Not difficult _______
Fairly difficult _______
Very difficult _______
6. Less freedom to do what you want 
to when you want to.
Not difficult _______
Fairly difficult _______
Very difficult _______
7. Worry about being a good parent
Not difficult _______
Fairly difficult _______
Very difficult _______
8. Changes to your work committments
Not difficult _______
Fairly difficult _______
Very difficult _______
9. Less time to spend with friends, 
workmates etc.
Not difficult _______
Fairly difficult _______
Very difficult _______
10. Changes to your leisure activities.
Not difficult _______
Fairly difficult _______
Very difficult _______
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NEGATIVE ASPECTS OF THE BABY
The arrival of a new baby can sometimes change the routine that a family has established. 
Please answer the following questions by circling the appropriate answer for your situation.
1. How much has the arrival of your baby upset you and your partner's usual routine?
a. Not at all
b. Not much
c. A fair amount
d. A great deal
2. Is the arrival of your baby the most disruptive event that has happened to you and your 
partner?
a. No. definitely not
b. No, probably not
c. Unsure
d. Yes, probably
e. Yes, definitely
3. Is the arrival of your baby the most difficult event that you and your partner have had to deal 
with?
a. No, definitely not
b. No, probably not
c. Unsure
d. Yes, probably
e. Yes, definitely
4. How has having this baby affected you financial situation?
a. Improved our financial situation
b. Made no difference
c. Made things a bit difficult
d. Made things quite difficult
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People usually experience some difficulties after the birth of their child. From the following list, 
please indicate which ones you have experienced by placing a tick in the box then circling a 
number after it to indicate how difficult it was for you.
Example
P r o b l e m Not
Difficult
Somewhat
Difficult
Very
Difficult
D  Completing household chores. 1 2 3
P r o b le m Not
Difficult
Somewhat
Difficult
Very
Difficult
D  Baby's feeding problems 1 2 3
D  Baby's colic 1 2 3
C  Establishing baby into a routine 1 2 3
□  Handling you baby when it cries 1 2 3
D  Getting your baby off to sleep 1 2 3
D  Uncertainty about whether your baby's health and 
progress are within normal limits 1 2 3
CH Lack of sleep 1 2 3
CH Trying to manage and co-ordinate your daily routine 1 2 3
D  Being interrupted in the middle of doing something 1 2 3
D  Receiving contradictory advice from other people 1 2 3
D  Lack of time with other adults (other than partner) 1 2 3
273
n  L ack  o f  friends w ith  you ng b abies or you n g  children 1 2 3
D  L ack  o f  tim e to do the things you  enjoy 1 2 3
D  L ack  o f  freedom  to do the things you  w ant to  w hen  
you  w ant to
1 2 3
D  L ack  o f  in tellectual stim ulation 1 2 3
D  L o ss  o f  independence 1 2 3
D  C han ges to your w ork  com m itm ents 1 2 3
□  C han ges to  you  and you r partner's m arital 
relationship
1 2 3
D  F eelin g  m ore d istant from  your partner 1 2 3
D  L ess  tim e w ith  your partner 1 2 3
D  P rob lem s sharing ch ild  care tasks w ith  you r partner 1 2 3
D  P rob lem s sharing h ou seh o ld  tasks w ith  you r partner 1 2 3
D  C han ges to you  and you r partner's sex u a l relationsh ip 1 2 3
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POSITIVE ASPECTS OF THE BABY
Although there are some tilings about having a baby that are difficult there are also some things 
that are pleasant or enjoyable. We are interested in finding out what things you find pleasant or 
enjoyable about having a three months old baby. Below is a list of events or activities. Please 
indicate which ones you have expereinced in the last three months and rate each one of them for 
how pleasent or enjoyable you have found it to be by circling the appropriate answer.
Example
Event or Activity Slightly
Enjoyable Enjoyable
Very
Enjoyable
D Watching my baby sleep 1 2 3
E v e n t  o r  A c t i v i t y Slightly
Enjoyable Enjoyable
Very
Enjoyable
□  T h e  o p p o rtu n ity  to  m eet o th e r  n ew  p a ren ts 1 2 3
□  L ea rn in g  m o re  ab o u t m y se lf by h av ing  a baby 1 2 3
□  W a tc h in g  m y baby  g ro w  and  d ev e lo p 1 2 3
□  F ee lin g  c lo se r to  m y o w n  p a ren ts 1 2 3
□  G re a te r  in sigh t in to  o th e r  fam ilies 1 2 3
□  L ea rn in g  m o re  a b o u t m y sp o u se 1 2 3
□  H o ld in g /cu d d lin g  m y baby 1 2 3
□  T h e  feeling  o f  be ing  n eed ed 1 2 3
D  H av in g  o th e r  p eo p le  sh o w  in te re st in m e and  m y 
baby
1 2 3
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□  F eeling  c lo se r  to  m y sp o u se 1 2 3
□  S eeing  m y baby  sm ile 1 2 3
□  F eed in g  m y baby su ccessfu lly  (b re a s t o r  b o ttle ) 1 2 3
□  B a th in g  m y baby 1 2 3
□  C o m fo rtin g  m y b ab y  w h e n  it cries 1 2 3
□  W a tc h in g  m y ch ild 's  aw ak en in g  sen ses 1 2 3
□  M ak in g  n ew  friends o r  ac q u a in ta n c e s  th ro u g h  
being  a  p a ren t w ith  a n ew  baby
1 2 3
□  S h o w in g  m y baby  to  re la tiv e s  and  frien d s 1 2 3
□  H av in g  m o re  tim e  w ith  m y p a r tn e r 1 2 3
□  S h arin g  ch ild  ca re  ta sk s  w ith  m y p a r tn e r 1 2 3
□  S h arin g  h o u se h o ld  ta sk s  w ith  m y p a r tn e r 1 2 3
□  M o re  tim e  to  sp en d  d o in g  th e  th in g s  th a t I en joy 1 2 3
APPENDIX B
277
PANAS - SELF-RATED TRAIT VERSION
This scale consists of a number of words that describe different feelings and emotions. 
Read each item and then mark the appropriate number in the space next to that word. 
Indicate to what extent you generally feel this wav, that is, how you feel on the 
average. Use the following scale to record your answers.
1
very slightly 
or not at all
2 3 4 5
a little moderately quite a bit extremely
interested
distressed
excited
upset
strong
guilty
scared
hostile
enthusiastic
proud
irritable
alert
ashamed
inspired
nervous
determined
attentive
jittery
active
afraid
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PANAS - SPOUSE-RATED TRAIT VERSION
This scale consists of a number of words that describe different feelings and emotions. 
As before, read each item and then mark the appropriate number in the space next to 
that word. This time please indicate to what extent you believe your spouse generally 
feels this way, that is, how he/she feels on the average. Use the following scale to 
record your answers.
1 2 3 4 5
very slightly a little moderately quite a bit extremely
or not at all
interested irritable
distressed alert
excited ashamed
upset inspired
strong nervous
_guilty determined
scared attentive
hostile jittery
enthusiastic active
proud afraid
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E.P.Q. (ADULT)
INSTRUCTIONS: Please answer each of these questions by putting a circle around 
the "YES" or the "NO" following the question. There are no right or wrong answers, 
and no trick questions. Work quickly and do not think to long about the exact 
meaning of the questions.
PLEASE REMEMBER TO ANSWER EACH QUESTION
1 . Do you have many different hobbies? YES NO
2. Does your mood often go up and down? YES NO
3. Are you a talkative person? YES NO
4. Do you ever feel "just miserable" for no reason? YES NO
5. Are you rather lively? YES NO
6. Do you often worry about things you should not have done or
said? YES NO
7. Can you usually let yourself go and enjoy yourself at a lively
party? YES NO
8. Are you an irritable person? YES NO
9. Do you enjoy meeting new people? YES NO
10. Are your feelings easily hurt? YES NO
11. Do you tend to keep in the background on social occasions? YES NO
12. Do you often feel fed up? YES NO
13. Do you like going out a lot? YES NO
14. Are you often troubled about feelings of guilt? YES NO
15. Do you prefer reading to meeting people? YES NO
16. Would you call yourself a nervous person? YES NO
17. Do you have many friends? YES NO
18. Are you a worrier? YES NO
19. Would you call yourself happy-go-lucky? YES NO
20. Do you worry about awful things that might happen? YES NO
21. Do you usually take the initiative in making new friends? YES NO
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22. Would you call yourself tense or "highly strung"? YES NO
23. Are you mostly quiet when you are with other people? YES NO
24. Can you easily get some life into a rather dull party? YES NO
25. Do you worry about your health? YES NO
26. Do you like telling jokes and funny stories to your friends? YES NO
27. Do you like mixing with people? YES NO
28. Do you suffer from sleeplessness? YES NO
29. Do you nearly always have a "ready answer" when people
talk to you? YES NO
30. Have you often felt listless and tired for no reason? YES NO
31. Do you like doing things in which you have to act quickly? YES NO
32. Do you often feel life is very dull? YES NO
33. Do you often take on more activities than you have time for? YES NO
34. Do you worry a lot about your looks? YES NO
35. Have you ever wished that you were dead? YES NO
36. Can you get a party going? YES NO
37. Do you worry too long after an embarrassing experience? YES NO
38. Do you suffer from "nerves"? YES NO
39. Do you often feel lonely? YES NO
40. Are you easily hurt when people find fault with you or the
work you do? YES NO
41. Do you like plenty of bustle and excitement around you? YES NO
42. Are you sometimes bubbling over with energy and sometimes
very sluggish? YES NO
43. Do other people think of you as being very lively? YES NO
44. Are you touchy about some things? YES NO
45. Have you ever been late for an appointment or work? YES NO
PLEASE CHECK TO SEE THAT YOU HAVE ANSWERED ALL THE
QUESTIONS
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PLEASANT EVENTS SCHEDULE
This questionnaire is designed to find out about the things that you have enjoyed during 
the past month. The questionnaire contains a list of events or activities which people sometimes 
enjoy. You will be asked to go over the list twice, the first time rating each event on how many 
times it has happened in the past month and the second time rating each event on how pleasant 
it has been for you. There are no right or wrong answers.
Please rate every event. Work quickly; there are many items and you will not be asked 
to make fine distinctions on your ratings.
Directions - Question A
On the following pages you will find a list of activities, events, and experiences. HOW 
OFTEN HAVE THESE EVENTS HAPPENED IN YOUR LIFE IN THE PAST MONTH?
Please answer these questions by rating each item on the following scale:
0 = This has not happened in the past 30 days.
1 = This has happened a few times (1 to 6) in the past 30 days.
2 = This has happened often (7 or more) in the past 30 days.
Place your rating for each item in the column marked "A"
IMPORTANT: Some items will list more than one event; for these items, mark how often you 
have done any of the listed events.
Since this list contains events that might happen to a wide variety of people, you may find that 
many of the events have not happened to you in the past thirty days. It is not expected that 
anyone will have done all of these things in one month.
Now turn the page to begin!
282
A B
B eing  in th e  co u n try .
M e e tin g  so m eo n e  n ew  o f  th e  sa m e  sex .
P la n n in g  tr ip s  o r  v a c a tio n s .
R e ad in g  s to r ie s , n o v e ls , p o em s, o r  p la y s .
D riv in g  sk ilfu lly .
B re a th in g  c lean  a ir.
S a y in g  so m e th in g  c lea rly .
T h in k in g  a b o u t so m e th in g  g o o d  in  th e  fu tu re .
L a u g h in g
B e in g  w ith  an im a ls
H a v in g  a  f ra n k  an d  o p en  c o n v e rsa tio n .
G o in g  to  a  p a r ty .
W e a r in g  in fo rm a l c lo th es .
B e in g  w ith  frien d s .
B e in g  p o p u la r  a t a  g a th e rin g .
W a tc h in g  w ild  an im a ls .
S ittin g  in  th e  sun .
S ee in g  g o o d  th in g s  h a p p e n  to  m y  fa m ily  o r  fr ie n d s .
P la n n in g  o r  o rg a n is in g  so m e th in g .
H a v in g  a  live ly  ta lk .
H a v in g  frie n d s  co m e to  v is it.
W e a r in g  c lea n  c lo thes .
S ee in g  b e a u tifu l scen e ry .
E a tin g  g o o d  m eals .
D o in g  a  jo b  w ell.
H a v in g  s p a re  tim e.
B eing  n o tic ed  as  se x u a lly  a t tra c t iv e .
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Learning to do something.
Complimenting or praising someone.
Thinking about people I like.
Kissing.
Feeling the presence of the Lord in my life.
Doing a project on my own.
Having peace and quiet.
Being relaxed.
Sleeping soundly at night.
Petting, necking.
Amusing people.
Being with someone I love.
Having sexual relations with a partner of the opposite sex.
Watching people.
Being with happy people.
Smiling at people.
Being with my husband or wife.
Having people show interest in what I have said.
Having coffee, tea, a coke, etc., with friends.
Being complimented or told that I have done well.
Being told that I am loved.
Seeing old friends.
STOP!
If you have just gone through the list for the FIRST time, go to the NEXT 
PAGE and follow the instructions for Question B. If you have just finished 
answering Question B you have finished this particular questionnaire.
284
Directions - Question B
Now please go over the list once again. This time the question is:
HOW PLEASANT. ENJOYABLE, OR REWARDING WAS EACH EVENT DURING THE 
PAST MONTH?
Please answer this question by rating each event on the following scale:
0 = This was not pleasant, (use this rating for events which were either neutral or
unpleasant.)
1 = This was somewhat pleasant, (use this rating for events which were mildly or
moderately pleasant.)
2 = This was very pleasant, (use this for events which were strongly or extremely
pleasant.)
IM PORTANT: If an event has happened to you more than once in the past 
month, try to rate roughly on how pleasant it was on average.
If any event has not happened to you during the past month, then rate it according to how much 
fun you think it would have been. When an item lists more than one event, rate it on the events 
you have actually done. (If you haven't done any of the events in such an item, give it the 
average rating of the events in that item which you would like to have done.)
Place your rating for each item in the column marked "B".
The list of items may have some events which you would not enjoy. The list was made for a 
wide variety of people, and it is not expected that one person would enjoy all of them.
Now go back to the list of events, start with item 1, and go through the entire list rating 
each event on rouuhlv how pleasant it was for would have been! during the last thirty days. 
Please be sure that you rate each item and put this rating in column "B".
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UNPLEASANT EVENTS SCHEDULE
This questionnaire is designed to find out about the things you have disliked during the 
past month. The questionnaire contains a list of events or activities which people sometimes 
find unpleasant, painful, disturbing, annoying, upsetting, or otherwise aversive. You will be 
asked to go over the list twice, the first time (Question A) rating each event on how many times 
it has happened in the past month, and the second time (Question B) rating each event on how 
unpleasant it has been for you. There are no right or wrong answers.
Please rate every event. Work quickly; there are many items and you will not be asked 
to make fine distinctions on your ratings.
Directions - Question A
On the following pages you will find a list of activities, events, and experiences. HOW 
OFTEN HAVE THESE EVENTS HAPPENED IN YOUR LIFE IN THE PAST MONTH?
Please answer these questions by rating each item on the following scale:
0 = This has not happened in the past 30 days.
1 = This has happened a few times ( 1 to 6) in the past 30 days.
2 = This has happened often (7 or more) in the past 30 days.
Place you rating for each item in the column marked "A" on the left side of the page.
IMPORTANT: Some items will list more than one event: for these items, mark how often you 
have done any of the listed events.
Since this list contains events that might happen to a wide variety of people, you may find that 
many of the events have not happened to you in the past thirty days. It is not expected that 
anyone will have done all of these things in one month.
Now turn the page to begin!
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A B
T a lk in g  w ith  an  u n p le a sa n t p e rso n  ( s tu b b o rn , u n re a s o n a b le ,  ag g re ss iv e , 
co n c e ited , e tc .).
H a v in g  so m eo n e  d is a g re e  w ith  m e.
B e in g  d is s a tis f ie d  w ith  m y  sp o u se  ( liv in g  p a r tn e r)
H a v in g  to  c o m p e te  a g a in s t o th e rs .
H a v in g  a  p ro je c t o r  a s s ig n m e n t o v e rd u e .
L e a rn in g  o f  lo ca l, n a tio n a l, o r  in te rn a tio n a l n ew s , ( c o r ru p tio n , g o v e rn m e n t 
d e c is io n s , c rim e , e tc .)
P e r fo rm in g  p o o r ly  in sp o rts .
H a v in g  so m e th in g  b re a k  o r  ru n  p o o rly , (ca r, a p p lia n c e s ,  e tc .)
H a v in g  a  m in o r  illness  o r  in ju ry , ( to o th a ch e , a l le rg y  a t ta c k , co ld , flu , 
h a n g o v e r , a c n e  b re a k o u t, e tc .)
R e a liz in g  th a t so m e o n e  I love a n d  I a re  g ro w in g  a p a r t .
D o in g  so m e th in g  I d o n 't w a n t to  in  o rd e r  to  p le a s e  so m e o n e  else .
W o rk in g  o n  so m e th in g  w h en  I am  tired .
F a ilin g  a t  so m e th in g  ( a  te s t, a  c la ss , e tc .)
L o o k in g  fo r  a  jo b .
W o rk in g  u n d e r  p re ssu re .
B e in g  fo rc e d  to  d o  som eth ing .
H a v in g  so m e o n e  I k n o w  d rin k , sm o k e , ta k e  d ru g s .
B e in g  re jec ted  sex u a lly .
B e in g  in su lted .
B e in g  m isu n d e rs to o d  o r  m isq u o ted .
B e in g  n e a r  u n p le a sa n t peo p le  (d ru n k , b ig o te d , in c o n s id e ra te , e tc .)
L ea v in g  a  ta sk  u n co m p le ted .
W o rk in g  on  so m e th in g  I d o n 't c a re  ab o u t.
B e in g  fo u n d  g u ilty  o f  a  m a jo r  crim e. (B u rg la ry , th e ft ,  m u rd e r , e tc .).
B e ing  p h y s ic a lly  u n co m fo rta b le , (d izzy , c o n s tip a te d , h e a d a c h y , itch y , co ld , 
h a v in g  th e  h ic c u p s , u n d erg o in g  a  re c ta l ex a m ., e tc .) .
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Not having enough money for hobbies, recreation, entertainment.
Bad weather.
Being rushed.
Learning that a friend or relative (including spouse) has just become ill, 
injured, or hospitalised, or in need of an operation.
Living in a dirty or messy place.
Having my spouse (living partner, mate) dissatisfied with me.
Being without privacy.
Poor economic conditions, (stock market, low sales, high prices, etc.).
Forgetting something, (a name or an appointment, etc.).
Being unemployed.
Doing a job poorly.
STOP!
If you have just gone through the list for the FIRST time, go to the 
NEXT PAGE and follow the instructions for Question B. If you have 
just finished answering Question B you have finished this particular 
questionnaire.
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Directions - Question D
Now please go over the list once again. This time the question is: HOW UNPLEASANT. 
ANNOYING. UPSETTING. OR OTHERWISE AVERSIVE WAS EACH EVENT DURING 
THE PAST MONTH?
Please answer this question by rating each event on the following scale:
0 = This was not unpleasant, (use this rating for events that are 
either neutral or pleasant.)
1 = This was somewhat unpleasant, (use this rating for events which 
were mildly or moderately unpleasant.)
2 = This was very unpleasant, (use this for events which were 
strongly or extremely unpleasant.)
IMPORTANT: If an event has happened to you more than once in the past month, try to rate it 
on how unpleasant it was on the average. If an event has not happened to you during the past 
month, then rate it according to how unpleasant you think it would have been. When the item 
lists more than one event, rate it on the events which have actually happened.
Now go back to the list of events, start with the first item, and go through the entire list rating 
each event on roughly how unpleasant it was (or would have been) during the last thirty days. 
Please be sure that you rate each item and put this rating in column "B" on the right side of the
page.
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FSARD QUESTIONNAIRE
Below are a number of statements concerning beliefs or attitudes people have. Indicate 
whether the statements are characteristic and descriptive of you by circling T, if the 
statement is somewhat or very true for yourself Circle F if the statement is somewhat 
or very false for yourself. Please be as honest as possible.
T F 1. When I fail at something, generally I am still able to feel good about myself.
T F 2. I can stick to a tiresome task that I need to complete for a long time without 
someone encouraging me.
T F 3.1 don't often think positive thoughts about myself.
T F 4. When I do something right I take time to enjoy the feeling.
T F 5.1 have such high standards for what I demand of myself that I rarely meet 
those standards.
T F 6.1 seem to blame myself when things go wrong and I am very critical of 
myself.
T F 7. There are pleasurable activities that I enjoy doing alone at my leisure.
T F 8.1 usually get upset when I make mistakes because I rarely learn from them.
T F 9. My feelings of self-confidence and self-esteem fluctuate a great deal.
T F 10. When I succeed at small things, I become encouraged to go on.
T F 11. Unless I do something absolutely perfectly, it gives me little satisfaction.
T F 12. I get myself through hard things mostly by planning to enjoy myself 
afterwards.
T F 13. When I make mistakes, I take time to criticize myself.
T F 14. I encourage myself to improve by feeling good about myself or giving 
myself something special whenever I make some progress.
T F 15. If I didn't criticize myself frequently, I would continue to do things poorly 
forever.
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T F 16. I think talking about what you have done right is boastful.
T F 17. I find 1 do better and feel better when I silently praise myself for even small 
achievements.
T F 18. I can keep trying at something when I stop to think of what I've 
accomplished.
T F 19. The way I keep up my confidence is by acknowledging any success I have.
T F 20. The way I achieve my goals is by rewarding myself every step along the 
way.
T F 21. Praising yourself is being selfish and egotistical.
T F 22. When someone criticizes me, my self-confidence is shattered.
T F 23. I criticize myself more than others criticize me.
T F 24. I have a lot of worthwhile qualities.
T F 25. I silently praise myself even when others do not praise me.
T F 26. Any activity can provide some pleasure regardless of how it comes out.
T F 27. If I don't do the best possible job, I think less of myself.
T F 28. I should be upset if I make a mistake.
T F 29. My happiness depends more on myself than it does on other people.
30. People who talk about their own better points are just bragging.T F
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SELF-CONTROL SCHEDULE
Directions
Indicate how characteristic or descriptive each of the statements on the following pages 
are of you by using the code given below. Please put your answers in the column 
marked "Answer".
+3 very characteristic of me, extremely descriptive 
+2 rather characteristic of me, quite descriptive 
+ 1 somewhat characteristic of me, slightly descriptive
-1 somewhat uncharacteristic of me, slightly undescriptive 
-2 rather uncharacteristic of me, quite undescriptive 
-3 very uncharacteristic of me, extremely nondescriptive
PLEASE TURN THE PAGE TO BEGIN!
292
A n sw e r
1. W h e n  1 d o  a  b o rin g  job , I th in k  a b o u t  th e  less b o r in g  p a r ts  o f  th e  jo b  an d  
th e  re w a rd  th a t I w ill rece iv e  o n ce  I am  fin ish ed .
2. W h e n  I h a v e  to  do  so m e th in g  th a t  is a n x ie ty  a ro u s in g  fo r  m e, I try  to  
v isu a lis e  h o w  I w ill o v e rc o m e  m y  a n x ie tie s  w h ile  d o in g  it.
3. O fte n  b y  ch a n g in g  m y  w a y  o f  th in k in g  I a m  a b le  to  c h a n g e  m y  fee lin g s  
a b o u t  a lm o s t ev e ry th in g .
4. I o f te n  f in d  it d if f ic u lt to  o v e rc o m e  m y  fee lin g s  o f  n e rv o u sn e s s  a n d  te n s io n  
w ith o u t o u ts id e  help .
5. W h e n  I a m  fee lin g  d e p re s se d  I try  to  th in k  o f  p le a s a n t ev en ts .
6 . 1 c a m io t a v o id  th in k in g  a b o u t  m is ta k e s  th a t  I h a v e  m a d e  in  th e  p a s t.
7. W h e n  I a m  fa c e d  w ith  a  d if f ic u lt p ro b le m , I try  to  a p p ro a c h  its  s o lu t io n  in a  
sy s te m a tic  w ay .
8. I u s u a lly  do  m y  d u tie s  q u ic k e r  w h en  so m e b o d y  is p re s s u r in g  m e.
9. W h e n  I a m  fa c e d  w ith  a  d if f ic u lt d ec is io n , I p re fe r  to  p o s tp o n e  m a k in g  a 
d e c is io n  ev en  i f  a ll th e  f a c ts  a re  a t  m y  d isp o s a l.
10. W h e n  I f in d  th a t  I h a v e  d if fic u lt ie s  in c o n c e n tra tin g  o n  m y  re a d in g , I look  
fo r  w a y s  to  in c re a se  m y  c o n c e n tra tio n .
11. W h e n  1 p la n  to  w o rk , I rem o v e  all th e  th in g s  th a t a re  n o t r e le v a n t to  m y  
w o rk .
12. W h e n  I try  to  g e t r id  o f  a  b a d  h a b it,  I f irs t  try  to  f in d  o u t a ll th e  th in g s  th a t 
m a in ta in  th is  h ab it.
13. W h e n  an  u n p le a sa n t th o u g h t is b o th e rin g  m e, I try  to  th in k  a b o u t  
so m e th in g  p le a sa n t.
14. I f  I w o u ld  sm o k e  tw o  p a c k e ts  o f  c ig a re tte s  a  d ay , I w o u ld  p ro b a b ly  n eed  
o u ts id e  h e lp  to  s to p  sm o k in g .
15. W h e n  I a m  in a  low  m o o d , I try  to  a c t  c h e e rfu l so  m y  m o o d  w ill ch an g e .
16. I f  I h a d  th e  p ills  w ith  m e, I w o u ld  ta k e  a  tra n q u illis e r  w h e n e v e r  I fe lt ten se  
a n d  n e rv o u s .
17. W h e n  I a m  d e p re ssed , I try  to  k eep  m y s e lf  b u sy  w ith  th in g s  th a t  I like.
18 . 1  te n d  to  p o s tp o n e  u n p le a s a n t d u tie s  ev en  i f  I c o u ld  p e r fo rm  th e m  
im m ed ia te ly .
19. I n eed  o u ts id e  help  to  g e t rid  o f  so m e  o f  m y  b a d  h a b its .
20 . W h e n  I f in d  it d if f ic u lt to  se ttle  d o w n  a n d  d o  a  c e r ta in  jo b ,  I lo o k  fo r  w ay s  
to  h e lp  m e  se ttle  dow n .
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21 . A lth o u g h  it m a k es  m e feel b ad . I c a n n o t he lp  th in k in g  a b o u t a ll k in d s  o f  
p o ss ib le  c a ta s tro p h e s  in  th e  fu tu re .
22 . F irs t  o f  a ll I p re fe r  to  f in ish  a  job th a t  l h a v e  to  do  a n d  th e n  s ta r t  d o in g  
th in g s  l re a lly  like.
23 . W h e n  I feel a  p a in  in a  c e r ta in  p a r t  o f  m y  b o d y . 1 try  n o t to  th in k  a b o u t  it.
24 . M y  se lf-e s te e m  in c re a se s  o n ce  I am  ab le  to  o v e rc o m e  a  b ad  h ab it.
25 . In  o rd e r  to  o v e rc o m e  b ad  fee lin g s  th a t  a c c o m p a n y  fa ilu re , I o f ten  te ll 
m y s e lf  th a t it is n o t so  c a ta s tro p h ic  a n d  th a t  I c a n  d o  so m e th in g  a b o u t it.
26 . W h e n  I feel th a t  I am  to o  im p u ls iv e , I te ll m y s e lf  "s to p  an d  th in k  b e fo re  
y o u  do a n y th in g ."
27 . E v en  w h en  I am  te rr ib ly  a n g ry  a t  so m e b o d y , I c o n s id e r  m y  a c tio n s  v e ry  
ca re fu lly .
28 . F a c in g  th e  n eed  to  m ak e  a  d ec is io n , I u s u a lly  f in d  o u t a ll th e  p o s s ib le  
a l te rn a t iv e s  in s te a d  o f  d ec id in g  q u ic k ly  a n d  sp o n ta n e o u s ly .
29 . U su a lly  I do  f ir s t  th e  th in g s  th a t  I re a lly  like  to  do  ev en  i f  th e re  a re  m o re  
u rg e n t th in g s  to  do.
30 . W h e n  I re a lise  th a t I c a n n o t he lp  b u t  b e  la te  fo r  an  im p o r ta n t m e e tin g , I 
te ll m y s e lf  to  k eep  ca lm .
31 . W h e n  I feel p a in  in m y  b o d y , I try  to  d iv e rt m y  th o u g h ts  f ro m  it.
3 2 . 1 u s u a lly  p la n  m y  w o rk  w h e n  fa c e d  w ith  a  n u m b e r  o f  th in g s  to  do.
33 . W h e n  I am  sh o r t o f  m o n ey , I d ec id e  to  re c o rd  all m y  e x p e n se s  in  o rd e r  to  
p la n  m o re  c a re fu lly  fo r  th e  fu tu re .
34. I f  I f in d  it d if f ic u lt to  c o n c e n tra te  o n  a  c e r ta in  jo b ,  I d iv id e  th e  jo b  in to  
sm a lle r  se g m en ts .
35 . Q u ite  o f ten  I c a n n o t o v e rc o m e  u n p le a s a n t th o u g h ts  th a t  b o th e r  m e.
36 . W h e n  I am  h u n g ry  an d  u n a b le  to  e a t, I try  to  d iv e rt m y  th o u g h ts  a w a y  
fro m  m y  s to m a c h  o r  try' to  im a g in e  th a t  I a m  sa tis f ie d .
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NEGATIVE MOOD REGULATION
This is a questionnaire to find out what people believe they can do about upsetting 
emotions or feelings. Please answer the statements by giving as true a picture of your 
own beliefs as possible. Of course, there are no right or wrong answers. Remember, the 
questionnaire is about what you believe you can do, not about what you actually or 
usually do. Be sure to read each item carefully and use the following numbers to answer 
how much you agree or disagree with each statement.
0
1
1
1
2
1
3
1
4
1
5
I1
S t r ongly
1
G e n e r a l l y
1
Somewhat
1
S o m e w h a t
1
Gene r a l l y
1
Strongly
disag r e e d i s agree disagree agree agree agree
Place your answers in the column next to the statements. Please be sure that you answer 
every question.
Please turn to the next page to begin!
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A n sw er
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  I c a n  u su a lly  find  a  w a y  to  c h e e r  m y s e lf  up .
W h e n  I 'm  u p s e t ,  1 b e lie v e  th a t  I c a n  d o  so m e th in g  to  fee l b e t te r .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  w a llo w in g  in  it is all I c a n  d o .
W h e n  I'm  u p s e t ,  I b e lie v e  th a t  I'll fee l o k a y  i f  I th in k  a b o u t  m o re  p le a s a n t 
tim es.
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  b e in g  w ith  o th e r  p e o p le  w ill b e  a  d ra g .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  I c a n  fee l b e t te r  by  t r e a t in g  m y s e lf  to  
s o m e th in g  I like.
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  I'll fee l b e t te r  w h e n  I u n d e r s ta n d  w h y  I fee l 
b ad .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  I w o n 't  b e  a b le  to  g e t  m y s e lf  to  d o  a n y th in g  
a b o u t  it.
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  I w o n 't  fee l m u c h  b e t te r  b y  t ry in g  to  fin d  
s o m e  g o o d  in  th e  s itu a tio n .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  it w o n 't  b e  lo n g  b e fo re  I c a n  c a lm  m y s e lf  
d o w n .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  it w ill b e  h a rd  to  find  s o m e o n e  w h o  re a lly  
u n d e rs ta n d s .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  te ll in g  m y s e lf  it w ill p a s s  w ill h e lp  m e  c a lm  
d o w n .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  d o in g  s o m e th in g  n ic e  fo r  s o m e o n e  e lse  w ill 
c h e e r  m e  u p .
W h e n  I 'm  u p s e t ,  I  b e lie v e  th a t  I 'll e n d  u p  fe e lin g  re a lly  d e p re s s e d .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  p la n n in g  h o w  I w ill d e a l w ith  th in g s  w ill 
help .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  I c a n  fo rg e t  a b o u t w h a t is u p s e t t in g  m e  
p re t ty  easily .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  c a tc h in g  u p  w ith  m y  w o r k  w ill h e lp  m e  
c a lm  d o w n
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  th e  a d v ic e  fr ie n d s  g iv e  m e  w o n 't  h e lp  m e  
feel b e tte r .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  I w o n 't  b e  ab le  to  e n jo y  th e  th in g s  I u su a lly  
en jo y .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  I c a n  find  a  w a y  to  re lax .
W h e n  I 'm  u p s e t ,  I b e lie v e  th a t  try in g  to  w o r k  th e  p ro b le m  o u t  in  m y h e a d  
w ill o n ly  m a k e  it s e e m  w o rs e .
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A n sw e r
W h e n  I 'm  u p s e t ,  I b e l ie v e  th a t  s e e in g  a  m o v ie  w o n ' t  h e lp  m e  feel b e t te r .
W h e n  I 'm  u p s e t ,  I b e l ie v e  th a t  g o in g  o u t  to  d in n e r  w i th  f r ie n d s  will he lp .
W h e n  I 'm  u p s e t ,  I b e l ie v e  th a t  I'll b e  u p s e t  f o r  a  lo n g  t im e.
W h e n  I 'm  u p s e t ,  I b e l ie v e  th a t  I w o n ' t  b e  a b le  to  p u t  it o u t  o f  m y  m ind .
W h e n  I 'm  u p s e t ,  I b e l ie v e  th a t  I c a n  fee l  b e t t e r  b y  d o in g  s o m e th in g  
c re a t iv e .
W h e n  I 'm  u p s e t ,  I b e l ie v e  th a t  I'll s t a r t  to  feel re a l ly  d o w n  a b o u t  m yself .
W h e n  I 'm  u p s e t ,  I b e l ie v e  th a t  th in k in g  t h a t  th in g s  w ill  e v e n tu a l ly  b e  b e t t e r  
w o n ' t  h e lp  m e  fee l  an y  b e t te r .
W h e n  I 'm  u p s e t ,  I b e l ie v e  t h a t  I c a n  f in d  s o m e  h u m o u r  in th e  s i tu a t io n  a n d  
feel b e t te r .
W h e n  I 'm  u p s e t ,  I b e l ie v e  th a t  i f  I 'm  w i th  a  g r o u p  o f  p e o p le ,  I'll fee l  " a lo n e  
in a  c r o w d . "
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LOCUS OF CONTROL OF BEHAVIOUR SCALE
Directions: On the other side of this page are a number of statements about how various 
topics affect your personal beliefs. There are no right or wrong answers. For every item 
there are a large number of people who agree and disagree. Could you please put in the 
appropriate space the choice you believe to be true? Be sure to answer all the questions. 
Use the following scale to answer the questions.
0
1
1
I
2
1
3
i
4
i
5
I1
Strongly
1
Generally
1
Somewhat
i
Somewhat
i
Generally
1
Strongly
disagree disagree disagree agree agree agree
PLEASE TURN THE PAGE OVER TO BEGIN
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0
I
Strongly
disagree
1
I
Generally
disagree
2
I
Somewhat
disagree
3
I
Somewhat
agree
4
I
Generally
agree
5
I
Strongly
agree
Answer
1. I can anticipate difficulties and take action to avoid them.
2. A great deal of what happens to me is probably just a matter of chance.
3. Everyone knows that luck or chance determines one's future.
4. I can control my problem(s) only if I have outside support.
5. When I make plans, I am almost certain I can make them work.
6. My problem(s) will dominate me all my life
7. My mistakes and problems are my responsibility to deal with.
8. Becoming a success is a matter of hard work, luck has little or nothing 
to do with it.
9 My life is controlled by outside actions and events.
10. People are victims of circumstances beyond their control.
11.* To continually manage my problems I need professional help.
12.* When I am under stress, the tightness in my muscles is due to things 
outside my control.
13.1 believe a person can really be the master of his fate.
14.* It is impossible to control my irregular and fast breathing when I am 
having difficulties.
15.1 understand why my problem(s) varies so much from one occasion to 
the next.
16. I am confident of being able to deal successfully with future problems.
17. Maintaining control over my problein(s) is due mostly to luck.
* Indicates items not included in the calculation of scale scores.
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PANAS - SELF-RATED STATE VERSION
This scale consists of a number of words that describe different feelings 
and emotions. Read each item and then mark the appropriate number in the 
space next to that word. Indicate to what extent you have felt this way 
during the past week. Use the following scale to record your answers.
1 2 3 4 5
very slightly a little moderately quite a bit extremely 
or not at all
in t e r e s t e d ir r ita b le
d is t r e s s e d a le r t
e x c i t e d a s h a m e d
u p s e t in s p ir e d
s t r o n g n e r v o u s
g u i l t y d e t e r m in e d
s c a r e d a t t e n t iv e
h o s t i l e j it te r y
e n t h u s ia s t ic a c t iv e
_ p r o u d a fr a id
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PANAS - SPOUSE-RATED STATE VERSION
This scale consists of a number of words that describe different feelings and emotions. As 
before, read each item and then mark the appropriate number in the space next to that word. 
This time please indicate to what extent you believe vour spouse has felt this way during the 
past week. Use the following scale to record your answers.
1
very slightly 
or not at all
2 3 4 5
a little moderately quite a bit extremely
interested
distressed
excited
upset
strong
guilty
scared
hostile
enthusiastic
proud
irritable
alert
ashamed
inspired
nervous
determined
attentive
jittery
active
afraid
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MENTAL HEALTH INDEX
These next questions are about how you feel, and how things have been with you mostly within 
the past month. Please answer them in relation to how you feel about all areas of vour life.
For each question, please circle a number for the one answer that comes closest to the way you 
have been feeling.
1. How happy, satisfied, or pleased have you been with your personal life during the past 
month?
1. Extremely happy, could not have been more satisfied or pleased.
2. Very happy most of the time.
3. Generally satisfied, pleased.
4. Sometimes fairly satisfied, sometimes fairly unhappy.
5. Generally dissatisfied, unhappy.
6. Very dissatisfied, unhappy most of the time.
2. How much of the time have you felt lonely during the past month?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
3. How often did you become nervous or jumpy when faced with excitement or unexpected 
situations during the past month?
1. Always
2. Very often
3. Fairly often
4. Sometimes
5. Almost never
6. Never
4. During the past month, how much of the time have you felt that the future looks hopeful and 
promising?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
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5. How much of the time, during the past month, lias your daily life been full of things that 
were interesting to you?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
6. How much of the time, during the past month, did you feel relaxed and free of tension?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
7. During the past month, how much of the time have you generally enjoyed the things you do?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
8. During the past month, have you had any reason to wonder if you were losing control over 
the way you act, talk, or behave?
1. No, not at all
2. Maybe a little
3. Yes, but not enough to be concerned or worried about it
4. Yes, and I have been a little concerned
5. Yes, and I am quite concerned
6. Yes, and I am very' much concerned about it
9. During the past month, have you had any reason to wonder if you were losing your mind or 
losing control over the way you think and of your memory?
1. No, not at all
2. Maybe a little
3. Yes, but not enough to be concerned or worried about it
4. Yes, and I have been a little concerned
5. Yes, and I am quite concerned
6. Yes, and I am very much concerned about it
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10. During the past month, have you had any reason to wonder if you were losing control over 
your feelings about things?
1. No, not at all
2. Maybe a little
3. Yes. but not enough to be concerned or worried about it
4. Yes. and 1 have been a little concerned
5. Yes, and I am quite concerned
6. Yes, and I am very7 much concerned about it
11. How often during the past month did you feel so tired and listless, that everything became 
an effort?
1. Always, every day
2. Almost every day
3. Most days
4. Some days, but usually not
5. Hardly ever
6. Never felt tired or listless
12. Did you feel depressed during the past month?
1. Yes, to the point that I did not care about anything for days at a time.
2. Yes, very depressed almost every day
3. Yes, quite depressed several times
4. Yes, a little depressed now and then
5. No, never felt depressed at all
13. During the past month, how much of the time have you felt loved and wanted?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
14. How much of the time, during the past month, have you been a very nervous person?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
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15. When you get up in the morning, this past month, about how often did you expect to have 
an interesting day?
1. Always
2. Very often
3. Fairly often
4. Sometimes
5. Almost never
6. Never
16. How often during the past month have you felt disappointed or sad?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
17. During the past month, how much of the time have you felt tense or 'high-strung'?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
18. During the past month, have you been in firm control of your behaviour?
1. Yes, very definitely
2. Yes, for the most part
3. Yes, I guess so
4. No, not too well
5. No, and I am somewhat disturbed
6. No, and I am very disturbed
19. During the past month, have you been in firm control of your thoughts?
1. Yes, very definitely
2. Yes, for the most part
3. Yes, I guess so
4. No, not too well
5. No, and I am somewhat disturbed
6. No, and I am very disturbed
306
20. During the past month, have von been in firm control of your emotions and feelings?
1. Yes, very definitely
2. Yes, for the most part
3. Yes, I guess so
4. No, not too well
5. No. and I am somewhat disturbed
6. No, and I am very disturbed
21. During the past month, how often did your hands shake when you tried to do something?
1. Always
2. Very often
3. Fairly often
4. Sometimes
5. Almost never
6. Never
22. During the past month, how often did you feel that you have nothing to look forward to?
1. Always
2. Very often
3. Fairly often
4. Sometimes
5. Almost never
6. Never
23. How much of the time, during the past month, have you felt calm and peaceful?
1. All of the time
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
24. How much of the time, during the past month, have you felt emotionally stable?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
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25. How much of the time, during the past month, have you felt downhearted and blue?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
26. How often have you felt like crying, during the past month?
1. Always
2. Very often
3. Fairly often
4. Sometimes
5. Almost never
6. Never
27. During the past month, how often did you feel that others would be better off if you were 
dead?
1. Always
2. Very often
3. Fairly often
4. Sometimes
5. Almost never
6. Never
28. How much of the time, during the past month, were you able to relax without difficulty?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
29. During the past month, how much of the time did you feel that your love relationships, 
loving and being loved, were full and complete?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
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30. How often, during the past month, did you feel that nothing turned out for you the way you 
wanted it to?
1. Always felt that nothing turned out for me
2. Very often
3. Fairly often
4. Sometimes
5. Almost never
6. Never
31. How much have you been bothered by nervousness, or your 'nerves' during the past month?
1. Extremely so, to the point were I could not take care of things
2. Very much bothered
3. Bothered quite a bit by nerves
4. Bothered some, enough to notice
5. Bothered just a little by nerves
6. Not bothered at all by this
32. During the past month, how much of the time has living been a wonderful adventure for 
you?
1. All of the time.
2. Most of the tune.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
33. How often, during the past month, have you felt so down in the dumps that nothing could 
cheer you up?
1. Always
2. Very often
3. Fairly often
4. Sometimes
5. Almost never
6. Never
34. During the past month, did you ever think about taking your own life?
1. Yes, very often
2. Yes, fairly often
3. Yes, a couple of times
4. Yes, at one time
5. No, never
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35. During the past month, how much of the time have you felt restless, fidgety, or impatient?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
36. During the past month, how much of the time have you been moody or brooded about 
things?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
37. How much of the time, during the past month, have you felt cheerful, light-hearted?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
38. During the past month, how often did you get rattled, upset, or flustered?
1. Always
2. Very often
3. Fairly often
4. Sometimes
5. Almost never
6. Never
39. During the past month, have you been anxious or worried?
1. Yes, extremely so, to the point of being sick or almost sick
2. Yes, very much so
3. Yes, quite a bit
4. Yes, some, enough to bother me
5. Yes, a little bit
6. No, not at all
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40. During the past month, how much of the time were you a happy person?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
41. How often during the past month did you find yourself having difficulty trying to calm 
down?
1. Always difficult
2. Very often
3. Fairly often
4. Sometimes
5. Almost never
6. Never any difficulty
42. During the past month, how much of the time have you been in low or very low spirits?
1. All of the time.
2. Most of the time.
3. A good bit of the time.
4. Some of the time
5. A little of the time
6. None of the time
43. How often, during the past month, have you been waking up feeling fresh and rested?
1. Always, every day
2. Almost every day
3. Most days
4. Some days, but usually not
5. Hardly ever
6. Never
44. During the past month, have you been under or felt you were under any strain, stress, or 
pressure?
1. Yes, almost more than I could stand or bear
2. Yes, quite a bit of pressure
3. Yes, some, more than usual
4. Yes, some, but about normal
5. Yes, a little bit
6. No, not at all
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Table D. 1
Correlations. Means, and Standard Deviations for the Measurement Model of Female 
Mood Temperament
PA FAS EFQE PES LCB NA NAS EPQN UPES
PA 1 . 0 0 0
PAS . 344 1.000
EPQE .195 .061 1 . 0 0 0
PES . 304 .272 .206 1 . 0 0 0
LCB .026 .095 .002 .087 1.000
NA . 054 -.169 .101 -.109 .196 1 . 0 0 0
NAS -.121 -.451 -.059 -.024 .082 .129 1.000
EFQN -.101 -.145 . 012 -.135 .167 .457 .182 1.000
UPES -.146 -.145 .029 .307 -.128 .208 .225 . 269 1 . 0 0 0
Means 33.948 33.921 12.591 1.559 14.027 2.697 2.702 9.217 1.014
S. D. 5.061 6.316 4.277 0.226 4.842 0.298 0.314 5.241 0.417
Table D.2
Correlations. Means, and Standard Deviations for the Measurement Model of Male
Mood Temperament
PA PAS EPQE PES LCB NA NAS EPQN UPES
PA 1.000
PAS .196 1.000
EPQE .224 .046 1.000
FES . 204 -.021 .182 1.000
LCB -.113 -.156 .011 -.096 1.000
NA -.06 -.24 .067 -.016 . 374 1.000
NAS -.081 -.299 .123 . 128 . 100 .207 1.000
EFQN .086 -.113 .072 .053 . 324 . 608 .140 1.000
UPES . 337 -.176 . 104 .164 . 001 .289 . 087 .388 1.000
Means 33.447 34.658 11.482 1.421 14.296 2.620 2.566 6.658 0.901
S. D. 5.891 6.261 5.319 0.296 5.679 0.256 0.257 4.772 0.344
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Table D.3
Correlations. Means, and Standard Deviations for the Measurement Model of Female 
Mood Regulation Ability
Self-Control Meg. Mood Reg. FSARD
Self-Control 1.000
Neg. Mood Reg. .434 1.000
FSARD . 517 .431 1.000
Means 24.930 88.087 21.278
S. D. 23.729 15.353 4.454
Table D.4
Correlations. Means, and Standard Deviations for the Measurement Model of Male 
Mood Regulation Ability
Self-Control Neg. Mood Reg. FSARD
Self-Control 1.000
Neg. Mood Reg. . 625 1.000
FSARD .332 .409 1.000
Means 23.478 92.796 20.965
S.D. 21.666 13.519 3.756
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Table D.5
Psychological Well-Being and Distress in the Second Trimester
MOOD REG MHI - PWB MHI - PD RS CE FS
MOOD REG 1.000
MHI - PWB 0.417 1.000
MHI - FD -0.414 -0.820 1.000
RS 0.399 0.317 -0.145 1.000
CE -0.222 -0.090 0.093 0.273 1.000
PS -0.542 -0.469 0.688 -0.109 0.262 1.000
FE 0.300 0.500 -0.219 0.532 0.016 -0.024
UE -0.363 -0.449 0.660 -0.108 0.143 0.628
AGE 0.048 -0.005 -0.210 -0.025 -0.045 -0.233
ANTDIF - 0.111 -0.114 0.036 -0.092 -0.031 0.100
PARITY -0.065 -0.366 0.263 -0.064 0.245 0.219
SITUAT -0.074 -0.260 0.237 0.190 0.238 0.198
SOCPROVB 0.056 0.270 -0.198 0.277 0.214 -0.162
SQSPRQL 0.100 0.422 -0.257 0.185 -0.063 -0.125
SPRQN -0.330 -0.431 0.434 -0.091 0.265 0.417
PLANNED 0.065 0.374 -0.362 0.092 -0.261 -0.276
DIFFIC -0.114 -0.195 0.125 -0.207 -0.190 0.036
PE UE AGE ANTDIF FIRST SITUAT
PE 1.000
UE 0.076 1.000
AGE -0.128 -0.217 1.000
ANTDIF -0.146 -0.015 -0.115 1.000
FIRST -0.050 0.310 0.022 -0.309 1.000
SITUAT -0.052 0.313 -0.178 -0.006 0.179 1.000
SOCPROVB 0.171 -0.055 -0.035 -0.191 0.082 -0.069
SQSPRQL 0.365 -0.135 -0 t 232 0.016 -0.107 -0.067
SPRQN -0.247 0.405 0.018 0.218 -*0.084 0.273
PLANNED 0.169 -0.358 -0.041 0.065 -0.265 -0.306
DIFFIC -0.322 -0.042 -0.078 0.408 -0.338 0.058
SOCPROV PRQL PRQN PLANNED DIFFICULT
SOCPROV 1.000
SQSPRQL -0.049 1.000
SPRQN -0.029 0.379 1.000
PLANNED -0.015 -0.263 -0.210 1.000
DIFFIC -0.023 0.284 0.126 -0.053 1.000
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Table D.6
Product-Moment, Polvserial, and Polychoric Correlations for the Path Model of Male 
Psychological Well-Being and Distress in the Second Trimester
MOOD REG MHI - PWB MHI - FD RS CE PS
MOOD REG 1.000
MHI - PWB 0.400 1.000
MHI - PD -0.323 -0.465 1.000
RS 0.529 0.431 -0.027 1.000
CE -0.177 -0.186 0.317 -0.270 1.000
PS -0.445 -0.287 0.728 0.030 0.456 1.000
PE 0.500 0.57 0 -0.255 0.503 -0.043 -0.186
UE -0.113 -0.321 0.635 0.041 0.250 0.450
AGE -0.094 -0.056 0.101 -0.099 -0.022 0.090
ANTDIF -0.075 0.091 0.192 0.187 0.381 0.364
PARITY -0.081 -0.252 0.319 -0.191 -0.110 0.024
3 ITU AT 0.120 -0.336 0.045 -0.031 0.226 -0.050
SOCPROV 0.365 0.453 -0.153 0.450 -0.156 -0.080
PRQL 0.353 0.640 -0.370 0.333 -0.186 -0.314
PRQN -0.368 -0.416 0.461 -0.097 0.302 0.540
PLANNED -0.067 0.205 -0.084 0.017 -0.018 -0.054
DIFFICULT -0.174 -0.085 0.167 -0.002 0.257 0.094
PE UE AGE ANT DIF FIRST SITUAT
PE 1.000
UE 0.052 1.000
AGE -0.066 -0.128 1.000
ANTDIF 0.217 0.188 -0.101 1.000
FIRST -0.297 0.147 -0.042 -0.298 1.000
SITUAT -0.116 0.107 -0.114 -0.106 0.278 1.000
SOCPROV 0.492 -0.153 0.012 -0.022 -0.149 -0.060
PRQL 0.365 -0.407 -0.059 0.110 -0.201 -0.257
PRQN 0.155 -0.484 0.096 -0.172 -0.108 -0.280
PLANNED -0.092 -0.097 -0.016 0.037 -0.336 -0.121
DIFFICULT -0.167 0.145 -0.373 0.195 -0.042 0.102
SOCPROV PRQL PRQN PLANNED DIFFICULT
SOCPROV 1.000
PRQL 0.387 1.000
PRQN -0.209 -0.495 1.000
PLANNED 0.038 -0.352 -0.133 1.000
DIFFICULT 0.004 -0.070 0.120 0.240 1.000
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Table D.7
State Positive and Negative Affect in the Second Trimester
MOOD REG Pa Na RS CE PS
MR 1.000
Pa 0.316 1.000
Na -0.417 -0.270 1.000
RS 0.399 0.552 -0.114 1.000
CE -0.222 0.153 0.060 0.273 1 . 0 0 0
PS -0.542 0.008 0.646 -0.109 0.262 1 . 0 0 0
PE 0.300 0.577 -0.104 0.532 0.016 -0.024
UE -0.363 -0.105 0.577 -0.108 0.143 0.628
AGE 0.048 -0.100 -0.358 -0.025 -0.045 -0.233
ANTDIF - 0 . 1 1 1 -0.091 -0.018 -0.092 -0.031 0.100
FIRST -0.065 -0.062 0.122 -0.064 0.245 0.219
SITUAT -0.074 0.074 0.208 0.190 0.238 0.198
SOCPROV 0.056 0.142 -0.022 0.277 0.214 -0.162
PRQL 0.100 0.281 -0.101 0.185 -0.063 -0.125
PRQN -0.330 -0.222 0.375 -0.091 0.265 0.417
PLANNED 0.065 0.149 -0.278 0.092 -0.261 -0.276
DIFFICULT -0.114 -0.269 0.105 -0.207 -0.198 0.036
PE UE AGE ANTDIF FIRST SITUAT
PE 1.000
UE 0.076 1 . 0 0 0
AGE -0.128 -0.217 1.000
ANTDIF -0.146 -0.015 -0.115 1 . 0 0 0
FIRST -0.050 0.310 0.022 -0.309 1 . 0 0 0
SITUAT -0.052 0.313 -0.178 -0.006 0.179 1 . 0 0 0
SOCPROV 0.171 -0.055 -0.035 -0.191 0.082 -0.069
PRQL 0.365 -0.135 -0.232 0.016 -0.107 -0.067
PRQN -0.247 0.405 0.018 0.218 -0.084 0.273
PLANNED 0.169 -0.358 -0.041 0.065 -0.265 -0.306
DIFFICULT -0.322 -0.042 -0.078 0.408 -0.338 0.058
SOCPROV PRQL PRQN PLANNED DIFFICULT
SOCPROV 1 . 0 0 0
SQSPRQL -0.049 1 . 0 0 0
SPRQN -0.029 -0.403 1 . 0 0 0
PLANNED -0.015 0.264 -0.210 1.000
DIFFICULT -0.023 -0.238 0.126 -0.053 1 . 0 0 0
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Table D.8
Product-Moment. Polyserial, and Polychoric Correlations for the Path Model of Male 
State Positive and Negative Affect in the Second Trimester
MOOD REG Pa Na RS CE PS
MOOD REG 1 . 0 0 0
Pa 0.486 1.000
Na -0.317 0.062 1.000
RS 0.539 0.698 -0.212 1 . 0 0 0
CE -0.179 0.028 0.325 -0.274 1 . 0 0 0
PS -0.423 -0.007 0.426 0.045 0.450 1 . 0 0 0
FE 0.507 0.342 -0.120 0.515 -0.064 -0.175
UE -0.111 0.150 0.388 0.022 0.243 0.438
AGE -0.091 -0.275 -0.044 -0.083 -0.024 0.091
ANTDIF -0.085 0.164 0.206 0.177 0.390 0.356
FIRST -0.049 -0.041 0.223 -0.158 -0.131 0.033
SITUAT 0.126 0.025 0.180 -0.036 0.249 -0.037
SOCPROV 0.341 0.217 -0.318 0.430 -0.153 -0.087
PRQL 0.367 0.401 -0.316 0.361 -0.187 -0.288
PRQN -0.348 -0.075 0.410 -0.074 0.299 0.544
PLANNED -0.048 0.184 -0.083 0.033 -0.043 -0.050
DIFFICULT -0.196 0.182 0.201 -0.031 0.243 0.071
PE UE AGE ANTDIF FIRST SITUAT
PE 1 . 0 0 0
UE 0.043 1 . 0 0 0
AGE -0.058 -0.143 1 . 0 0 0
ANTDIF 0.196 0.158 -0.083 1 . 0 0 0
FIRST -0.260 0.158 -0.051 -0.328 1 . 0 0 0
SITUAT -0.127 0.113 -0.122 -0.095 0.269 1 . 0 0 0
SOCPROV 0.475 -0.165 0.024 -0.001 -0.173 -0.078
PRQL 0.379 -0.413 -0.043 0 . 1 1 1 -0.175 -0.247
PRQN -0.142 0.464 -0.087 0.177 0.109 0.280
PLANNED -0.069 -0.088 -0.019 0.007 -0.290 -0.131
DIFFICULT -0.179 0.147 -0.369 0.188 -0.063 0.074
SOCPROV PRQL PRQN PLANNED DIFFICULT
SOCPROV 1.000
PRQL 0.371 1 . 0 0 0
PRQN -0.285 -0.424 1 . 0 0 0
PLANNED 0.025 0.351 -0.130 1 . 0 0 0
DIFFICULT 0.020 -0.099 0.095 0.225 1.000
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Table D.9
Psychological Well-Being and Distress in the Third Trimester
MOOD REG MHI - PWB MHI - PD RS CE PS
MOOD REG 1.000
MHI - PWB 0.309 1.000
MHI - PD -0.301 -0.734 1.000
RS 0.385 0.437 -0.178 1.000
CE -0.216 -0.115 0.105 0.285 1.000
PS -0.527 -0.447 0.710 -0.083 0.256 1.000
PE 0.186 0.647 -0.313 0.451 -0.177 -0.146
UE -0.306 -0.500 0.614 -0.230 0.121 0.592
AGE 0.046 -0.072 -0.241 -0.027 -0.044 -0.235
ANTDIF -0.178 -0.093 0.105 -0.149 -0.061 0.204
PARITY -0.091 -0.382 0.151 -0.087 0.256 0.256
SITUAT -0.053 -0.020 0.059 0.214 0.233 0.174
SOCPROV 0.032 0.233 -0.198 0.261 0.226 -0.135
PRQL 0.098 0.492 -0.257 0.185 -0.063 -0.124
PRQN -0.316 -0.283 0.396 -0.074 0.260 0.402
PLANNED 0.040 0.334 -0.223 0.071 -0.256 -0.250
DIFFICULT -0.110 -0.234 0.093 -0.204 -0.200 0.029
COMFORT 0.155 0.500 -0.480 0.449 0.133 -0.262
BIRTH COPING -0.218 -0.263 0.266 -0.097 0.143 0.258
PE UE AGE ANTDIF PARITY SITUAT
PE 1.000
UE -0.134 1.000
AGE -0.038 -0.181 1.000
ANTDIF -0.074 0.144 0.004 1.000
PARITY -0.279 0.313 0.019 -0.343 1.000
SITUAT 0.059 0.168 -0.178 -0.002 0.203 1.000
SOCPROV 0.074 -0.250 -0.038 -0.208 0.060 -0.047
PRQL 0.470 -0.140 -0.233 -0.044 -0.110 -0.065
PRQN -0.302 0.323 0.020 0.289 -0.065 0.260
PLANNED 0.149 -0.289 -0.044 0.047 -0.295 -0.287
DIFFICULT -0.121 -0.040 -0.077 0.410 -0.334 0.053
COMFORT 0.287 -0.255 0.021 -0.272 -0.254 0.129
BIRTH COPING -0.218 0.236 -0.079 0.214 -0.261 -0.096
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Table D.9 (cont.)
Product-moment. Polvserial. and Polvchoric Correlations for the Path Model of Female 
Psychological Well-Being and Distress in the Third Trimester (cont.)
SOCPROV PRQL PRQN PLANNED DIFFICULT COMFORT
SOCPROV 1.000
PRQL -0.052 1 . 0 0 0
FRQM -0.010 -0.404 1 . 0 0 0
PLANNED -0.041 0.265 -0.193 1 . 0 0 0
DIFFICULT -0.019 -0.236 0.122 -0.047 1 . 0 0 0
COMFORT 0.345 0.049 -0.092 0.074 -0.292 1 . 0 0 0
BIRTH COPING -0.086 -0.195 0.131 0.172 0.106 -0.168
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Table D. 10
Product-moment. Polvserial, and Polvchoric Correlations for the Path Model of Male 
Psychological Well-Being and Distress in the Third Trimester
MOOD REG MHI -  PWB MHI -  PD RS CE PS
MOOD REG 1 . 0 0 0
MUI -  FWB 0 . 3 7 6 1 . 0 0 0
MHI -  PD - 0 . 2 5 9 - 0 . 6 8 2 1 . 0 0 0
RS 0 . 5 3 9 0 . 3 8 8 - 0 . 0 5 5 1 . 0 0 0
C E - 0 . 1 7 9 - 0 . 3 9 4 0 . 4 0 8 - 0 . 2 7 4 1 . 0 0 0
PS - 0 . 4 2 3 - 0 . 4 9 5 0 . 6 6 8 0 . 0 4 5 0 . 4 5 0 1 . 0 0 0
P E 0 . 3 6 0 0 . 4 7 9 - 0 . 2 4 8 0 . 3 7 6 - 0 . 1 5 4 - 0 . 1 7 9
UE - 0 . 1 2 9 - 0 . 5 6 1 0 . 6 4 4 0 . 0 6 8 0 . 3 5 2 0 . 5 6 8
A G E - 0 . 0 9 1 - 0 . 1 6 9 0 . 0 8 8 - 0 . 0 8 3 - 0 . 0 2 4 0 . 0 9 1
A M T  D I F - 0 . 0 8 5 - 0 . 0 7 4 0 . 3 1 7 0 . 1 7 7 0 . 3 9 0 0 . 3 5 6
P A R I T Y - 0 . 0 4 9 - 0 . 2 6 0 0 . 3 0 5 - 0 . 1 5 8 - 0 . 1 3 1 0 . 0 3 3
S I T U A T 0 . 1 2 6 - 0 . 2 4 3 0 . 1 3 9 - 0 . 0 3 6 0 . 2 4 9 - 0 . 0 3 7
SOCPROV 0 . 3 4 1 0 . 4 2 7 - 0 . 2 2 7 0 . 4 3 0 - 0 . 1 5 3 - 0 . 0 8 7
P R Q L 0 . 3 6 7 0 . 5 4 2 - 0 . 3 2 4 0 . 3 6 1 - 0 . 1 8 7 - 0 . 2 8 8
P R Q N - 0 . 3 4 8 - 0 . 4 2 8 0 . 4 3 2 - 0 . 0 7 4 0 . 2 9 9 0 . 5 4 4
P L A N N E D - 0 . 0 4 8 0 . 1 5 5 - 0 . 0 4 3 0 . 0 3 3 - 0 . 0 4 3 - 0 . 0 5 0
D I F F I C U L T - 0 . 1 9 6 - 0 . 1 1 5 0 . 1 4 2 - 0 . 0 3 1 0 . 2 4 3 0 . 0 7 1
B I R T H  C O P I N G 0 . 0 0 8 - 0 . 1 1 5 0 . 2 1 5 0 . 1 5 0 0 . 1 4 0 0 . 1 4 8
P E U E A G E A N T D I F P A R I T Y S I T U A T
P E 1 . 0 0 0
U E 0 . 0 0 2 1 . 0 0 0
A G E - 0 . 0 5 8 - 0 . 0 0 4 1 . 0 0 0
A N T D I F 0 . 0 6 1 0 . 2 1 2 - 0 . 0 8 3 1 . 0 0 0
P A R I T Y - 0 . 0 8 5 0 . 1 1 5 - 0 . 0 5 1 - 0 . 3 2 8 1 . 0 0 0
S I T U A T - 0 . 0 1 8 0 . 1 8 8 - 0 . 1 2 2 - 0 . 0 9 5 0 . 2 6 9 1 . 0 0 0
S O C F R O V 0 . 5 3 0 - 0 . 1 2 2 0 . 0 2 4 - 0 . 0 0 1 - 0 . 1 7 3 - 0 . 0 7 8
P R Q L 0 . 3 5 6 - 0 . 4 0 4 - 0 . 0 4 3 0 . 1 1 1 - 0 . 1 7 5 - 0 . 2 4 7
P R Q N - 0 . 2 1 1 0 . 4 8 5 - 0 . 0 8 7 0 . 1 7 7 0 . 1 0 9 0 . 2 8 0
P L A N N E D - 0 . 0 8 9 - 0 . 1 0 4 - 0 . 0 1 9 0 . 0 0 7 - 0 . 2 9 0 - 0 . 1 3 1
D I F F I C U L T - 0 . 1 8 2 0 . 1 7  8 - 0 . 3 6 9 0 . 1 8 8 - 0 . 0 6 3 0 . 0 7 4
B I R T H  C O P I N G - 0 . 0 6 4 0 . 0 4 9 - 0 . 1 3 8 0 . 2 8 7 - 0 . 1 8 4 0 . 2 3 1
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Table D. 10 (cont.)
Product-moment. Polyserial, and Polvchoric Correlations for the Path Model of Male 
Psychological Well-Being and Distress in the Third Trimester (cont.)
SOCPROV PRQL PRQN PLANNED DIFFICULT BIRTH COPING
SOCPROV 1.000
FRQL 0.371 1.000
PRQN -0.285 -0.424 1.000
PLANNED 0.025 0.351 -0.130 1.000
DIFFICULT 0.020 -0.099 0.095 0.225 1.000
BIRTH COPING -0.025 0.057 0.236 0.101 0.321 1.000
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Table D ll
State Positive and Neuative Affect in the Third Trimester
MOOD REG Pa Na RS CE PS
MOOD REG 1.000
Pa 0.269 1.000
Na -0.391 -0.318 1.000
RS 0.386 0.517 -0.075 1.000
CE -0.214 -0.013 0.101 0.285 1.000
PS -0.530 -0.089 0.64 4 -0.083 0.257 1.000
PE 0.181 0.605 -0.169 0.4 52 -0.174 -0.146
UE -0.305 -0.212 0.483 -0.230 0.120 0.592
AGE 0.045 -0.131 -0.234 -0.027 -0.044 -0.235
ANTDIF -0.188 -0.029 0.180 -0.150 -0.058 0.205
PARITY -0.080 -0.169 0.252 -0.087 0.252 0.258
SITUAT -0.045 0.320 0.134 0.215 0.231 0.174
SOCPROV 0.027 0.069 -0.040 0.261 0.229 -0.136
FRQL 0.096 0.254 -0.136 0.185 -0.062 -0.124
PRQN -0.321 -0.282 0.298 -0.074 0.263 0.403
PLANNED 0.043 0.064 -0.298 0.071 -0.257 -0.250
DIFFICULT -0.123 -0.119 0.092 -0.205 -0.195 0.030
COMFORT 0.172 0.469 -0.390 0.455 0.129 -0.264
BIRTH COPING -0.236 -0.077 0.236 -0.099 0.151 0.261
PE UE AGE ANTDIF PARITY SITUAT
PE 1.000
UE -0.132 1.000
AGE -0.039 -0.181 1.000
ANT DIF -0.081 0.147 0.003 1.000
PARITY -0.272 0.312 0.021 -0.334 1.000
SITUAT 0.067 0.166 -0.177 0.007 0.191 1.000
SOCPROV 0.070 -0.249 -0.039 -0.215 0.069 -0.040
PRQL 0.470 -0.140 -0.233 -0.047 -0.108 -0.062
PRQN -0.306 0.324 0.019 0.286 -0.060 0.266
PLANNED 0.152 -0.289 -0.043 0.051 -0.301 -0.292
DIFFICULT -0.133 -0.036 -0.080 0.404 -0.323 0.067
COMFORT 0.303 -0.262 0.023 -0.260 -0.280 0.113
BIRTH COPING -0.234 0.243 -0.081 0.201 - 0.245 -0.083
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Table D. 11 (cont.)
Product-Moment. Polyserial, and Polvchoric Correlations for the Path Model of Female 
State Positive and Negative Affect in the Third Trimester (cont.)
SOCPROV PRQL PRQN PLANNED DIFFICULT COMFORT
SOCPROV 1.000
PRQL -0.054 1.000
PRQN -0.013 -0.406 1.000
PLANNED -0.039 0.265 -0.191 1.000
DIFFICULT -0.026 -0.242 0.119 -0.043 1.000
COMFORT 0.362 0.054 -0.086 0.069 -0.278 1.000
BIRTH COPING -0.097 -0.202 0.125 0.180 0.090 -0.145
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Table D. 12
Product-Moment. Polvserial. and Polvchoric Correlations for the Path Model of Male 
State Positive and Negative Affect in the Third Trimester
MOOD REG Pa Na RS CE PS
MOOD REG 1.000
Pa 0.388 1.000
Na -0.230 -0.329 1.000
RS 0.539 0.599 -0.109 1.000
CE -0.179 -0.431 0.466 -0.274 1.000
FS -0.423 -0.330 0.549 0.045 0.450 1.000
PE 0.360 0.437 -0.265 0.376 -0.154 -0.179
UE -0.129 -0.220 0.615 0.068 0.352 0.568
AGE -0.091 -0.318 0.043 -0.083 -0.024 0.091
ANT DIF -0.085 -0.106 0.291 0.177 0.390 0.356
FARITY -0.049 0.181 0.242 -0.158 -0.131 0.033
SITUAT 0.126 0.085 0.243 -0.036 0.249 -0.037
SOCPROVB 0.341 0.316 -0.230 0.430 -0.153 -0.087
PRQL 0.367 0.419 -0.276 0.361 -0.187 -0.288
PRQN -0.348 -0.214 0.586 -0.074 0.299 0.544
PLANNED -0.048 -0.026 0.029 0.033 -0.043 -0.050
DIFFICULT -0.196 -0.089 0.315 -0.031 0.243 0.071
BIRTH COPING 0.008 0.125 0.189 0.150 0.140 0.148
PE UE AGE ANTDIF PARITY SITUAT
PE 1.000
UE 0.002 1.000
AGE -0.058 -0.004 1.000
ANTDIF 0.061 0.212 -0.083 1.000
PARITY -0.085 0.115 -0.051 -0.328 1.000
SITUAT -0.018 0.188 -0.122 -0.095 0.269 1.000
SOCPROV 0.530 -0.122 0.024 -0.001 -0.173 -0.078
PRQL 0.356 -0.404 -0.043 0.111 -0.175 -0.247
PRQN -0.211 0.485 -0.087 0.177 0.109 0.280
PLANNED -0.089 -0.104 -0.019 0.007 -0.290 -0.131
DIFFICULT -0.182 0.178 -0.369 0.188 -0.063 0.074
BIRTH COPING -0.064 0.049 -0.138 0.287 -0.184 0.231
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Table D. 12 (cont.)
Product-Moment, Polvserial, and Polvchoric Correlations for the Path Model of Male 
State Positive and Negative Affect in the Third Trimester (cont.)
SOCFROV PRQL PRQM PLANNED DIFFICULT BIRTH COPING
SOCPROV 1.000 ■•V
PRQL 0.371 1.000
PRQM -0.285 -0.424 1.000
PLANNED 0.025 0.351 -0.130 1.000
DIFFICULT 0.020 -0.099 0.095 0.225 1.000
BIRTH COPING -0.025 0.057 0.236 0.101 0.321 1.000
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Table D. 13
Product-Moment. Polyserial. and Polvchoric Correlations for the Path Model of Female 
State Positive and Negative Affect at Day 10
MOOD REG Pa Na RS CE PS
MOOD REG 1.000
Pa 0.253 1.000
Na -0.232 -0.267 1.000
RS 0.405 0.427 -0.152 1.000
CE -0.194 0.162 0.112 0.326 1.000
PS -0.536 -0.124 0.531 -0.141 0.261 1.000
AGE 0.021 -0.181 -0.134 -0.065 -0.142 -0.234
ANT DIF -0.223 -0.052 0.418 -0.234 -0.073 0.260
PARITY -0.140 -0.158 -0.216 -0.174 0.209 0.241
SITUAT -0.044 0.235 -0.005 0.337 0.288 0.091
SOCFROV 0.038 -0.099 -0.145 0.331 0.202 -0.119
FRQL 0.067 0.311 -0.007 0.157 0.010 -0.123
PRQN -0.381 -0.157 0.304 -0.094 0.232 0.437
PLANNED 0.016 0.143 0.034 0.044 -0.257 -0.153
DIFFICULT -0.091 -0.209 0.109 -0.216 -0.236 -0.049
COPING -0.174 -0.088 0.530 -0.090 0.118 0.290
CHILDBIRTH -0.013 -0.154 0.413 -0.025 0.290 0.107
AGE ANTDIF PARITY SITUAT SOCPROV PRQL
AGE 1.000
ANTDIF -0.020 1.000
PARITY -0.057 -0.379 1.000
SITUAT -0.173 0.035 0.055 1.000
SOCPROV -0.065 -0.226 0.124 0.090 1.000
OLD_LOVE -0.227 -0.037 -0.076 -0.038 -0.033 1.000
PRQN 0.039 0.318 -0.138 0.260 -0.053 -0.370
PLANNED -0.073 -0.038 -0.250 -0.330 -0.028 0.280
DIFFICULT -0.075 0.439 -0.395 -0.002 0.018 -0.254
COPING -0.152 0.190 -0.257 -0.071 -0.101 -0.184
CHILDBIRTH -0.134 0.309 -0.403 0.083 0.116 -0.065
PRQN PLANNED DIFFICULT COPING CHILDBIRTH
PRQN 1.000
PLANNED -0.173 1.000
DIFFICULT 0.096 -0.026 1.000
COPING 0.155 0.219 0.144 1.000
CHILDBIRTH 0.307 0.222 0.013 0.376 1.000
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Table D. 14
Product-Moment. Polvserial and Polvchoric Correlations for the Path Model of Male 
State Positive and Negative Affect at Day 10
MOOD REG Pa Na RS CE PS
HOOD REG 1.000
Pa 0.305 1.000
Ha - 0.303 - 0.026 1 . 0 0 0
RS 0.550 0.525 - 0.223 1 . 0 0 0
C E - 0.169 - 0.156 0.216 - 0.211 1 . 0 0 0
FS - 0.352 - 0.153 0.259 0.122 0.463 1 . 0 0 0
A G E - 0.128 - 0.115 - 0.142 - 0.016 - 0.019 0.100
A N T D I F - 0.046 0.163 0.256 0.248 0.370 0.359
P A R I T Y - 0.125 - 0.263 - 0.153 - 0.184 - 0.122 0.141
S I T U A T 0.135 0.027 0.075 - 0.035 0.364 - 0.026
S O C P R O V 0.337 0.384 - 0.162 0.408 - 0.159 - 0.099
P R Q L 0.425 0.379 - 0.246 0.367 - 0.197 - 0.333
P R Q N - 0.305 - 0.228 0.372 - 0.024 0.360 0.569
P L A N N E D - 0.006 0.231 - 0.040 0.026 - 0.027 - 0.051
D I F F I C U L T - 0.148 0.265 0.032 - 0.013 0.208 0.075
C O P I N G - 0.038 0.154 0.288 0.197 0.117 0.236
C H I L D B I R T H - 0.092 - 0.079 0.047 - 0.272 - 0.100 - 0.318
A G E A N T D I F P A R I T Y S I T U A T S O C P R O V P R Q L
A G E 1 . 0 0 0
A N T D I F - 0.022 1 . 0 0 0
P A R I T Y - 0.130 - 0.321 1 . 0 0 0
S I T U A T - 0.031 - 0.144 0.191 1 . 0 0 0
S O C P R O V 0.001 - 0.054 - 0.158 0.010 1.000
P R Q L - 0.014 0.098 - 0.124 - 0.141 0.319 1 . 0 0 0
P R Q N 0.006 0.128 0.063 0.237 - 0.301 - 0.474
P L A N N E D 0.023 - 0.068 - 0.271 - 0.088 - 0.077 0.347
D I F F I C U L T - 0.322 0.144 - 0.052 0.175 0.050 - 0.170
C O P I N G - 0.045 0.314 - 0.213 0.279 0.050 0.083
C H I L D B I R T H - 0.057 - 0.337 0.07 8 - 0.064 - 0.035 0.051
P R Q N P L A N N E D D I F F I C U L T C O P I N G C H I L D B I R T H
P R Q N 1 . 0 0 0
P L A N N E D - 0.156 1.000
D I F F I C U L T 0.113 0.217 1 . 0 0 0
C O P I N G 0.329 0 . 1 1 1 CDCMO 1.000
C H I L D B I R T H - 0.193 0.132 0.116 - 0.047 1 . 0 0 0
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Table D. 15
Product-Moment. Polyserial, and Polvchoric Correlations for the Path Model of Female 
Psychological Well-Being and Psychological Distress at Three Months Postpartum
MOOD REG PWB PD RS CE PS
MOOD REG 1.000
FWB 0.182 1.000
PD -0.226 -0.797 1.000
RS 0.347 0.468 -0.281 1.000
CE -0.188 0.036 -0.018 0.322 1.000
FS -0.547 -0.280 0.535 -0.108 0.239 1.000
PE -0.092 0.509 -0.286 0.262 -0.009 0.121
UE -0.326 -0.536 0.670 -0.230 0.094 0.655
AGE 0.043 -0.116 -0.063 -0.072 -0.073 -0.237
AMTDIF -0.182 -0.084 0.040 -0.155 -0.071 0.156
PARITY -0.071 -0.217 0.203 -0.128 0.222 0.174
SITUAT -0.107 0.039 0.041 0.185 0.256 0.173
SOCFROV 0.044 0.159 -0.181 0.295 0.230 -0.157
PRQL 0.052 0.346 -0.220 0.125 -0.040 -0.120
PRQN -0.361 -0.212 0.241 -0.093 0.267 0.422
PLANNED 0.022 0.099 -0.225 0.068 -0.259 -0.261
DIFFICULT -0.096 -0.261 0.161 -0.182 -0.214 0.023
COMFORT -0.012 0.369 -0.429 0.159 -0.104 -0.246
PARENTHOOD -0.114 -0.342 0.447 -0.207 0.184 0.304
FOS. BABY -0.108 0.175 -0.124 0.222 -0.030 -0.069
NEG. BABY -0.092 -0.416 0.496 -0.039 0.005 0.177
Table continued on following page.
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Table D. 15 (cont.)
Product-Moment, Polyserial, and Polvchoric Correlations for the Path Model of Female 
Psychological Well-Being and Psychological Distress at Three Months Postpartum
PE UE AGE ANTDIF FARITY SITUAT
FE 1.000
UE -0.079 1.000
AGE -0.110 -0.163 1.000
ANTDIF -0.154 0.236 -0.012 1.000
PARITY 0.038 0.165 0.024 -0.317 1.000
SITUAT 0.113 0.160 -0.160 -0.052 0.105 1.000
SOCFROV 0.045 -0.191 -0.051 -0.192 0.113 -0.035
FRQL 0.274 -0.171 -0.233 -0.048 -0.122 -0.080
PRQN -0.170 0.337 0.008 0.245 -0.120 0.245
PLANNED -0.057 -0.257 -0.073 0.054 -0.257 -0.316
DIFFICULT -0.239 0.035 -0.071 0.411 -0.369 0.051
COMFORT 0.050 -0.285 0.057 0.148 -0.307 0.039
PARENTHOOD -0.233 0.414 0.002 0.356 -0.019 -0.098
POS. BABY 0.192 -0.009 -0.068 0.248 -0.389 0.235
NEG. BABY -0.318 0.425 -0.115 0.275 -0.253 -0.033
SOCPROV PRQL PRQN PLANNED DIFFICULT COMFORT
SOCFROV 1.000
FRQL -0.079 1.000
FRQN 0.007 -0.396 1.000
PLANNED -0.056 0.263 -0.217 1.000
DIFFICULT -0.009 -0.209 0.113 -0.014 1.000
COMFORT 0.091 0.232 0.07 8 0.123 0.202 1.000
PARENTHOOD -0.128 -0.089 0.042 -0.153 0.07 9 -0.561
POS. BABY 0.045 0.097 0.093 -0.075 0.046 0.317
NEG. BABY 0.002 -0.119 0.148 -0.153 0.213 -0.207
PARENTHOOD POS. BABY NEG. BABY
PARENTHOOD 1.000
POS. BABY -0.061 1.000
NEG. BABY 0.453 0.354 1.000
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Table D 16
Product-Moment, Polvserial, and Polvchoric Correlations for the Path Model of Male 
Psychological Well-Being and Psychological Distress at Three Months Postpartum
MOOD REG FWB PD RS CE PS
MOOD REG 1.000
FWB 0.267 1.000
PD -0.320 -0.766 1.000
RS 0.542 0.265 -0.006 1.000
CE -0.210 -0.277 0.208 -0.265 1.000
PS -0.431 -0.482 0.698 0.060 0.436 1.000
PE 0.480 0.614 -0.444 0.518 -0.192 -0.279
UE -0.095 -0.592 0.702 0.026 0.203 0.487
AGE -0.072 -0.199 0.112 -0.057 -0.106 0.046
ANTDIF -0.121 -0.054 0.250 0.202 0.357 0.353
PARITY 0.013 -0.440 0.354 -0.170 -0.056 0.048
SITUAT 0.114 -0.166 0.064 -0.053 0.340 0.019
SOCPROV 0.373 0.249 -0.228 0.465 -0.212 -0.134
PRQL 0.406 0.473 -0.449 0.366 -0.233 -0.341
PRQN -0.337 -0.273 0.434 -0.068 0.355 0.586
PLANNED -0.006 0.124 -0.098 0.051 -0.098 -0.096
DIFFICULT -0.182 -0.088 0.168 -0.026 0.266 0.077
PARENTHOOD -0.003 -0.468 0.490 0.036 0.180 0.170
POS. BABY 0.425 0.307 -0.311 0.325 -0.181 -0.214
NEG. BABY 0.034 -0.239 0.243 0.097 0.060 0.110
PE UE AGE ANTDIF PARITY SITUAT
PE 1.000
UE -0.228 1.000
AGE -0.173 -0.076 1.000
ANTDIF 0.107 0.118 -0.118 1.000
PARITY -0.184 0.256 -0.041 -0.280 1.000
SITUAT -0.044 0.242 -0.069 -0.075 0.281 1.000
SOCPROV 0.550 -0.227 -0.024 -0.018 -0.176 0.016
PRQL 0.391 -0.426 -0.053 0.110 -0.182 -0.186
PRQN -0.204 0.452 -0.086 0.213 0.078 0.249
PLANNED 0.038 -0.057 -0.068 -0.032 -0.317 -0.078
DIFFICULT -0.118 0.223 -0.390 0.234 -0.092 0.054
PARENTHOOD -0.174 0.405 -0.177 0.389 0.259 0.044
POS. BABY 0.274 -0.120 0.022 0.100 -0.410 -0.169
NEG. BABY -0.197 0.398 -0.125 0.362 -0.333 0.006
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Table D. 16 (cont.)
Product-Moment. Polvseriah and Polvchoric Correlations for the Path Model of Male 
Psychological Well-Being and Psychological Distress at Three Months Postpartum
SOCPROV PRQL PRQN PLANNED DIFFICULT PARENTHOOD
SOCPROV 1.000
PRQL 0.342 1.000
PRQN -0.245 -0.409 1.000
PLANNED 0.006 0.337 -0.149 1.000
DIFFICULT 0.040 -0.080 0.072 0.264 1.000
PARENTHOOD -0.126 -0.084 0.212 -0.064 0.364 1.000
POS. BABY 0.069 0.376 -0.219 0.096 -0.032 0.019
NEG. BABY -0.193 -0.005 0.131 0.102 0.235 0.414
POS. BABY NEG. BABY
POS. BABY 1.000
N E G . BABY 0.489 1.000
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Table D.17
Product-Moment, Polvserial, and Polvchoric Correlations for the Path Model of Female 
State Positive Affect and State Neuative Allect at Three Months Postpartum
MOOD REG Pa Na RS CE PS
MOOD REG 1.000
Pa 0.112 1.000
Na -0.249 -0.501 1.000
RS 0.347 0.397 -0.162 1.000
CE -0.188 0.163 0.035 0.322 1.000
PS -0.547 -0.057 0.501 -0.108 0.239 1.000
FE -0.092 0.316 -0.063 0.262 -0.009 0.121
UE -0.326 -0.280 0.578 -0.230 0.094 0.655
AGE 0.043 0.090 -0.264 -0.072 -0.073 -0.237
ANTDIF -0.182 -0.089 0.086 -0.155 -0.071 0.156
FARITY -0.071 -0.152 0.160 -0.128 0.222 0.174
SITUAT -0.107 0.088 0.161 0.185 0.256 0.173
SOCPROV 0.044 0.084 -0.166 0.295 0.230 -0.157
PRQL 0.052 0.256 -0.136 0.125 -0.040 -0.120
PRQN -0.361 -0.130 0.169 -0.093 0.267 0.422
FLAMMED 0.022 0.053 -0.107 0.068 -0.259 -0.261
DIFFICULT -0.096 -0.326 0.107 -0.182 -0.214 0.023
COMFORT -0.012 0.274 -0.419 0.159 -0.104 -0.246
PARENTHOOD -0.114 -0.214 0.312 -0.207 0.184 0.304
POS. BABY -0.108 0.123 -0.119 0.222 -0.030 -0.069
MEG. BABY -0.092 -0.315 0.313 -0.039 0.005 0.177
Table continued on following page.
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Table D. 17 (cont.)
Product-Moment. Polyserial, and Polychoric Correlations for the Path Model of Female 
State Positive Affect and State Negative Affect at Three Months Postpartum
FE UE AGE ANTDIF PARITY SITUAT
PE 1.000
UE -0.079 l . 000
AGE -0.110 -0.163 1.000
ANT DIF -0.154 0.236 -0.012 1.000
PARITY 0.038 0.165 0.024 -0.317 1.000
SITUAT 0.113 0.160 -0.160 -0.052 0.105 1.000
SOCPROV 0.045 -0.191 -0.051 -0.192 0.113 -0.035
PRQL 0.274 -0.171 -0.233 -0.048 -0.122 -0.080
PRQN -0.170 0.337 0.008 0.245 -0.120 0.245
PLANNED -0.057 -0.257 -0.073 0.054 -0.257 -0.316
DIFFICULT -0.239 0.035 -0.071 0.411 -0.369 0.051
COMFORT 0.050 -0.285 0.057 0.148 -0.307 0.039
PARENTHOOD -0.233 0.414 0.002 0.356 -0.019 -0.098
POS. BABY 0.192 -0.009 -0.068 0.248 -0.389 0.235
MEG. BABY -0.318 0.425 -0.115 0.275 -0.253 -0.033
SOCPROV PRQL PRQN FLANNED DIFFICULT COMFORT
SOCPROV 1.000
PRQL -0.079 1.000
PRQN 0.007 -0.396 1.000
PLANNED -0.056 0.263 -0.217 1.000
DIFFICULT -0.009 -0.209 0.113 -0.014 1.000
COMFORT 0.091 0.232 0.078 0.123 0.202 1.000
PARENTHOOD -0.128 -0.089 0.042 -0.153 0.079 -0.561
POS. BABY 0.045 0.097 0.093 -0.075 0.046 0.317
NEG. BABY 0.002 -0.119 0.148 -0.153 0.213 -0.207
PARENTHOOD POS. BABY NEG. BABY
PARENTHOOD 1.000
POS. BABY -0.061 1.000
NEG. BABY 0.4 53 0.354 1.000
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Table D 18
Product-Moment. PolvseriaL and Polvchoric Correlations for the Path Model of Male 
State Positive Affect and State Negative Affect at Three Months Postpartum
MOOD  REG Pa Na RS CE PS
MOOD  REG 1.000
Fa 0.362 1.000
Ha - 0.425 - 0.229 1.000
RS 0.542 0.555 - 0.124 1 . 0 0 0
CE - 0.210 - 0.253 0.216 - 0.265 1 . 0 0 0
PS - 0.431 - 0.236 0.645 0.060 0.436 1.000
FE 0.480 0.517 - 0.300 0.518 - 0.192 - 0.279
UE - 0.095 - 0.216 0.520 0.026 0.203 0.487
AGE - 0.072 - 0.189 0.042 - 0.057 - 0.106 0.046
ANTD I F - 0.121 - 0.077 0.157 0.202 0.357 0.353
FARITY 0.013 0.009 0.273 - 0.170 - 0.056 0.048
SIT U AT 0.114 - 0.198 0.057 - 0.053 0.340 0.019
SOCPROV 0.373 0.340 - 0.192 0.465 - 0.212 - 0.134
PRQL 0.406 0.439 - 0.486 0.366 - 0.233 - 0.341
PRQN - 0.337 - 0.245 0.439 - 0.068 0.355 0.586
PLANNED - 0.006 - 0.014 - 0.087 0.051 - 0.098 - 0.096
DIFFICULT - 0.182 - 0.010 0.290 - 0.026 0.266 0.077
PARENTHOOD - 0.003 - 0.196 0.320 0.036 0.180 0.170
P O S . BABY 0.425 0.213 - 0.303 0.325 - 0.181 - 0.214
NEG. BABY 0.034 - 0.166 0.021 0.097 0.060 0.110
PE UE AGE ANTDIF PARITY SITUAT
PE 1 . 0 0 0
UE - 0.228 1 . 0 0 0
AGE - 0.173 - 0.076 1.000
ANT D I F 0.107 0.118 - 0.118 1 . 0 0 0
PARITY - 0.184 0.256 - 0.041 - 0.280 1 . 0 0 0
SI TU AT - 0.044 0.242 - 0.069 - 0.075 0.281 1.000
SOCPROV 0.550 - 0.227 - 0.024 - 0.018 - 0.176 0.016
PRQL 0.391 - 0.426 - 0.053 0.110 - 0.182 - 0.186
PRQN - 0.204 0.452 - 0.086 0.213 0.078 0.249
PLANNED 0.038 - 0.057 - 0.068 - 0.032 - 0.317 - 0.078
DIFFICULT - 0.118 0.223 - 0.390 0.234 - 0.092 0.054
PARENTHOOD - 0.174 0.405 - 0.177 0.389 0.259 0.044
POS. BABY 0.274 - 0.120 0.022 0.100 - 0.410 - 0.169
NEG. BABY - 0.197 0.398 - 0.125 0.362 - 0.333 0.006
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Table D. 18 (cont.)
Product-Moment. Polvserial. and Polvchoric Correlations for the Path Model of Male 
State Positive Affect and State Negative Affect at Three Months Postpartum
SOCPROV PRQL PRQN PLANNED DIFFICULT PARENTOOD
SOCPROV 1.000
FRQL 0.342 1.000
FRQN -0.245 -0.409 1.000
PLANNED 0.006 0.337 -0.149 1.000
DIFFICULT 0.040 -0.080 0.072 0.264 1.000
FARENTHOOD -0.126 -0.084 0.212 -0.064 0.364 1.000
POS. BABY 0.069 0.376 -0.219 0.096 -0.032 0.019
NEG. BABY -0.193 -0.005 0.131 0.102 0.235 0.414
POS. BABY NEG. BABY
POS. BABY 1.000
NEG. BABY 0.489 1.000
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Second Trimester - Psychological Well-beiim and Psychological Distress for 
Females
Table E.l
Total effects of exouenous variables (x) on endogenous variables fn)
RS CE FS PE UE AGE
MR 0 . 4 9 0 - 0 . 2 6 7 - 0 . 5 0 8 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
FWB -0.073 0.009 - 0 . 2 9 5 0 . 4 7 4 - 0 . 2 6 6 0 . 0 0 0
PD 0.076 -0.026 0 . 4 1 7 - 0 . 2 3 7 0 . 3 9 8 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 - 0 . 2 3 4 0 . 0 0 0 0 . 1 9 5 0 . 2 1 3 0 . 0 0 0
PD 0 . 0 0 0 0 . 1 1 7 0 . 0 0 0 -0.098 - 0 . 1 0 7 0 . 0 0 0
PLANNED DIFFICULT
MR 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 0 . 0 0 0
PD 0 . 0 0 0 0 . 0 0 0
Table E.2
Indirect effects of exogenous variables (x) on endogenous variables (r\)
RS CE PS FE UE AGE
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB -0.035 0.009 - 0 . 2 9 5 0 . 1 5 9 - 0 . 2 6 6 0 . 0 0 0
PD 0.076 -0.026 0 . 1 0 7 - 0 . 2 3 7 0 . 1 3 3 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 -0.078 0 . 0 0 0 0.065 0.071 0 . 0 0 0
PD 0 . 0 0 0 0 . 1 1 7 0 . 0 0 0 -0.098 - 0 . 1 0 7 0 . 0 0 0
PLANNED DIFFICULT
MR 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 0 . 0 0 0
PD 0 . 0 0 0 0 . 0 0 0
Note that bold figures indicate significant parameter estimates.
Table E.3
Total effects of endogenous variables (n) on endogenous variables (n)
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MR PWB P D
MR 0.000 0.000 0.000
P W B - 0 . 0 3 3 0 . 5 0 4 - 0 . 9 9 8
P D 0 . 0 9 8 - 0 . 7 5 4 0 . 5 0 4
Stability coefficient = 0.439
Table E.4
Indirect effects of endogenous variables (n) on endogenous variables (n)
MR PWB P D
MR 0.000 0.000 0.000
P W B - 0 . 0 6 4 0 . 5 0 4 - 0 . 3 3 7
PD 0 . 0 0 8 - 0.252 0.504
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Second Trimester - Psychological W ell-being and Psychological Distress for 
Males
Table E.5
Total effects of exogenous variables (x) on endogenous variables (n)
RS CE PSS PE UE AGE
MR 0.677 0.277 - 0.637 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
FWB 0.176 -0.007 - 0.148 0.311 -0.103 0 . 0 0 0
PD -0.013 -0.005 0.590 0 . 0 0 0 0.362 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 -0.073 - 0.210 0 . 0 0 0 0.365 0 . 0 0 0
PD 0 . 0 0 0 0.258 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT
MR 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 0 . 0 0 0
PD 0 . 0 0 0 0 . 0 0 0
Table E.6
Indirect effects of exogenous variables (x") on endogenous variables (rf)
RS CE FSS PE UE AGE
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB -0.017 -0.007 - 0.148 0 . 0 0 0 - 0.103 0 . 0 0 0
PD -0.013 -0.005 0.012 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 -0.074 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PD 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT
MR 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 0 . 0 0 0
PD 0 . 0 0 0 0 . 0 0 0
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Table E.7
Total effects of endogenous variables fn) on endogenous variables (n)
MR FWB P D
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
FWB - 0 . 0 2 6 0 . 0 0 0 - 0 . 2 8 4
F D - 0 . 0 1 9 0 . 0 0 0 0 . 0 0 0
Stability coefficient = .082 
Table E.8
Indirect effects of endogenous variables (rp on endogenous variables In)
MR FWB P D
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
FWB 0 . 0 0 6 0 . 0 0 0 0 . 0 0 0
P D 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
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Second Trimester - Slate Positive Affect and Negative Affect for Females
Table E.9
Total effects of exogenous variables (x) on endogenous variables (n)
RS CE PS PE UE AGE
MR 0.496 - 0.266 - 0.510 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.357 -0.008 -0.015 0.428 0 . 0 0 0 0 . 0 0 0
Na -0.050 -0.041 0.539 - 0.160 0.241 - 0.257
ANTDIF FARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT
MOODREG 0 . 0 0 0 0 . 0 0 0
PA 0 . 0 0 0 0 . 0 0 0
NA 0 . 0 0 0 0 . 0 0 0
Table E. 10
Indirect effects of exogenous variables lx) on endogenous variables (n)
RS CE PS PE UE AGE
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.015 -0.008 -0.015 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na -0.050 -0.041 -0.080 - 0.160 0 . 0 0 0 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0.000 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT
MR 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0
Na 0.000 0.000
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Table E. 11
Total effects of endogenous variables (q ) on endogenous variables (n)
MR P a N a
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P a 0 . 0 3 0 0 . 0 0 0 0 . 0 0 0
N a 0 . 1 5 6 - 0 . 3 7 3 0 . 0 0 0
Stability coefficient = .167 
Table E. 12
Indirect effects of endogenous variables (r\) on endogenous variables (q)
MR P a N a
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P a 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
N a - 0 . 0 1 1 0 . 0 0 0 0 . 0 0 0
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Second Trimester - Positive Affect and Negative Affect for Males
Table E. 13
Total effects of exogenous variables (x) on endogenous variables (n)
RS CE PS PE UE AGE
M R 0 . 7 1 1 0 . 3 1 4 - 0 . 6 4 4 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Fa 0 . 8 2 6 0 . 1 3 2 - 0 . 1 7 1 - 0 . 1 9 7 0 . 2 8 3 0 . 0 0 0
Na - 0 . 1 0 8 - 0 . 0 4 8 0 . 3 6 8 0 . 0 0 0 0 . 2 5 4 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
M R 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 - 0 . 0 9 3 0 . 3 5 4 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 - 0 . 2 5 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT
M R 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 1 7 9
Na 0 . 0 0 0 0 . 0 0 0
Table E. 14
Indirect effects of exogenous variables (x) on endogenous variables (iff
RS CE PS PE UE AGE
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 3 0 0 0 . 1 3 2 - 0 . 1 7 1 0 . 0 0 0 0.094 0 . 0 0 0
Na -0.108 -0.048 0.098 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 -0.093 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT
MR 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0
344
Table E l 5
Total effects of endogenous variables (r\) on endogenous variables (n)
MR F a Ha
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P a 0 . 4 2 2 0 . 0 0 0 0 . 3 7 2
Ha - 0 . 1 5 2 0 . 0 0 0 0 . 0 0 0
Stability coefficient = .382
Table E. 16
Indirect effects of endogenous variables fn) on endogenous variables (n)
MR P a Ha
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
F a - 0 . 0 5 7 0 . 0 0 0 0 . 0 0 0
Ha 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Third Trimester - Psychological W ell-being and Psychological Distress for 
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Table E. 17
Total effects of exogenous variables (x) on endogenous variables (n)
R S C E P S P E UE AGE
MR 0 . 4 8 2 - 0 . 2 6 0 - 0 . 5 1 1 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 8 4 0 . 0 1 1 - 0 . 2 9 3 0 . 4 4 2 - 0 . 1 9 8 0 . 0 0 0
P D 0 . 2 2 5 - 0 . 0 2 1 0 . 5 8 2 - 0 . 2 8 4 0 . 3 9 3 0 . 0 0 0
A N T D I F P A R I T Y S I T U A T S O C P R O V P R Q L PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 1 6 3 0 . 0 2 1 0 . 0 0 0 0 . 0 0 0 0 . 2 4 0 0 . 0 0 0
F D - 0 . 3 2 4 - 0 . 4 7 2 0 . 0 0 0 0 . 0 0 0 - 0 . 1 5 4 0 . 0 0 0
P L A N N E D D I F F I C U L T C O M F O R T C O P I N G
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 0 . 0 0 0 0 . 2 4 2 0 . 0 9 1
P D 0 . 0 0 0 0 . 0 0 0 - 0 . 4 8 0 - 0 . 1 8 0
Table E.18
Indirect effects of exogenous variables (x) on endogenous variables (TO
R S C E P S P E UE AGE
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB - 0 . 1 1 4 0 . 0 1 1 - 0 . 2 9 3 0 . 1 4 3 - 0 . 1 9 8 0 . 0 0 0
PD - 0 . 0 2 8 - 0 . 0 2 1 0 . 1 6 1 - 0 . 2 8 4 0 . 1 2 8 0 . 0 0 0
A N T D I F F I R S T S I T U A T S O C F R O V P R Q L PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 1 6 3 0 . 2 3 8 0 . 0 0 0 0 . 0 0 0 0 . 0 7 8 0 . 0 0 0
PD - 0 . 1 0 5 - 0 . 0 1 3 0 . 0 0 0 0 . 0 0 0 - 0 . 1 5 4 0 . 0 0 0
P L A N N E D D I F F I C U L T C O M F O R T C O P I N G
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P W B 0 . 0 0 0 0 . 0 0 0 0 . 2 4 2 0 . 0 9 1
P D 0 . 0 0 0 0 . 0 0 0 - 0 . 1 5 6 - 0 . 0 5 9
346
Table E. 19
Total effects of endoaenous variables (n) on endogenous variables (n)
MR PWB P D
MR 0.000 0.000 0.000
PWB - 0 . 0 4 2 0 . 4 8 1 - 0 . 7 4 7
P D 0 . 0 8 1 - 0 . 9 5 3 0 . 4 8 1
Stability index = .418 
Table E.20
Indirect effects of endogenous variables (n) on endogenous variables (r\)
MR PWB P D
MR 0.000 0.000 0.000
PWB - 0 . 0 4 1 0 . 4 8 1 - 0 . 2 4 2
F D 0 . 0 2 7 - 0 . 3 0 9 0 . 4 8 1
Third Trimester - Psychological Well-being and Psychological Distress for 
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Table E .21
Total effects of exogenous variables (x) on endogenous variables (n)
RS CE PS PE UE AGE
MR 0.696 0.273 - 0.621 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
FWB 0.303 -0.016 - 0.131 0.371 - 0.505 0 . 0 0 0
PD 0.011 0.004 0.339 - 0.176 0.388 0 . 0 0 0
ANTDIF PARITY 3ITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
FWB -0.095 - 0.165 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PD 0.197 0.343 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT COPING
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
FWB 0 . 0 0 0 0 . 0 0 0 - 0.073
PD 0 . 0 0 0 0 . 0 0 0 0.152
Table E.22
Indirect effects of exogenous variables (x) on endogenous variables In)
RS CE PS PE UE AGE
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB -0.041 -0.016 - 0.131 0.085 - 0.187 0 . 0 0 0
PD 0.011 0.004 -0.009 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB -0.095 - 0.165 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PD 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT COPING
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 0 . 0 0 0 -0.073
PD 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
348
Table E.23
Total effects of endogenous variables fn) on endouenous variables (n)
MR PWB F D
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB - 0 . 0 5 9 0 . 0 0 0 - 0 . 4 8 1
P D 0 . 0 1 5 0 . 0 0 0 0 . 0 0 0
Stability index = .234
Table E.24
Indirect effects of endogenous variables (n) on endogenous variables (n)
MR FWB P D
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 9 8 0 . 0 0 0 0 . 0 9 6
P D 0 . 0 7 6 0 . 0 0 0 0 . 0 0 0
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Third Trimester - State Positive and Negative A ffect for Females 
Table E.25
Total effects of exogenous variables (x) on endogenous variables (n)
RS CE PS PE UE AGE
MR 0.404 - 0.261 - 0.513 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.224 -0.052 0.141 0.374 -0.082 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0 0.565 0 . 0 0 0 0.160 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.178 0 . 0 0 0 0.330 0 . 0 0 0 0 . 0 0 0 - 0.284
Na 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT COMFORT COPING
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0.311 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0 - 0.248 0 . 0 0 0
Table E.26
Indirect effects o f exogenous variables (x) on endogenous variables (y)
RS CE PS PE UE AGE
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.097 -0.052 - 0.391 0 . 0 0 0 -0.082 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
ANTDIF FARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT COMFORT COPING
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0.126 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
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Table E.27
Total effects of endogenous variables (n) on endogenous variables fn)
MR P a N a
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P a 0 . 2 0 0 0 . 0 0 0 - 0 . 5 1 0
N a 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Stability index = .300 
Table E.28
Indirect effects of endogenous variables fr| ) on endogenous variables (n)
MR P a N a
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P a 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
N a 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
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Table E.29
Total effects o f exogenous variables (x) on endogenous variables (n)
RS CE PS PE UE AGE
MR 0.695 0.279 - 0.623 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.551 - 0.108 - 0.186 0.222 - 0.074 - 0.265
Na -0.006 0.087 0.054 - 0.060 0.299 0.222
ANTDIF PARITY 3ITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa - 0.061 0.326 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 - 0.100
Ha 0.245 0.325 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0.404
FLANNED DIFFICULT COPING
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa -0.041 - 0.077 0.195
Na 0.165 0.310 - 0.053
Table E.30
Indirect effects o f  exogenous variables (x) on endogenous variables (n)
RS CE PS PE UE AGE
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa - 0.215 - 0.108 0.180 0.015 - 0.074 - 0.055
Na -0.006 0.087 -0.078 -0.060 0.020 0.072
ANTDIF FARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa - 0.061 - 0.081 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 - 0.100
Na 0.017 - 0.088 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0.027
PLANNED DIFFICULT COPING
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa -0.041 - 0.077 0.013
Na 0.011 0.021 -0.053
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Table E.31
Total effects of endogenous variables (q) on endogenous variables fn)
MR Pa Na
MR 0.000 0.000 0.000
Fa - 0 . 3 8 8 0 . 0 7 2 - 0 . 2 6 7
Ha 0 . 3 1 1 - 0 . 2 9 0 0 . 0 7 2
Stability index = .205 
Table E.32
Indirect effects of endogenous variables (n) on endogenous variables (n)
MR Pa Na
MR 0.000 0.000 0.000
Pa - 0 . 0 7 7 0 . 0 7 2 - 0 . 0 1 8
Na 0 . 1 0 5 - 0 . 0 2 0 0 . 0 7 2
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Day 10 - State Positive Affect and Negative Affect for Females 
Table E.33
Total effects of exogenous variables (x) on endogenous variables (n)
RS CE FS AGE ANTDIF PARITY
MR 0.473 - 0.237 - 0.499 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.514 -0.018 -0.037 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na -0.103 -0.043 0.585 0 . 0 0 0 0 . 0 0 0 -0.315
SITUAT SOCFROV PRQL PRQN PLANNED DIFFICULT
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 - 0.257 0.244 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0.101 0.132 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
COPING CHILDBIRTH
MR 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0
Na 0.369 0 . 0 0 0
Table E.34
Indirect effects of exogenous variables (x) on endogenous variables fn)
RS CE PS AGE ANTDIF PARITY
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.035 -0.018 -0.037 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na -0.103 -0.043 -0.090 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
SITUAT SOCPROV PRQL PRQN PLANNED DIFFICULT
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0.101 - 0.096 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
COPING CHILDBIRTH
MR 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0
Table E.35
Total elTects of endogenous variables (q) on endogenous variables (n)
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MR Pa Ha
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.074 0 . 0 0 0 0 . 0 0 0
Ha 0.181 -0.393 0 . 0 0 0
Stability coefficient = .200 
Table E.36
Indirect effects of endogenous variables (rQ on endogenous variables (n)
MR Pa Ha
MR 0.000 0.000 0.000
Pa 0.000 0.000 0.000
Na -0.029 0.000 0.000
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Day 10 - State Positive Affect and Negative Affect for Females 
Table E.37
Total effects of exogenous variables (x) on endogenous variables (n)
RS CE PS AGE ANTDIF PARITY
MR 0.779 0.237 - 0.622 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.480 0.020 -0.054 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na - 0.307 -0.093 0.298 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
SITUAT SOCFROV PRQL PRQN PLANNED DIFFICULT
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0.275 0 . 0 0 0 0 . 0 0 0 0.344
Ha 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
COPING CHILDBIRTH
MR 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0
Na 0.312 0 . 0 0 0
Table E.38
Indirect effects of exogenous variables (Y) on endogenous variables In)
RS CE PS AGE ANTDIF PARITY
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.067 0.020 -0.054 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na - 0.307 -0.093 0.245 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
SITUAT SOCPROV PRQL PRQN PLANNED DIFFICULT
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Ha 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
COPING CHILDBIRTH
MR 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0
Ha 0 . 0 0 0 0 . 0 0 0
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Table E.39
Total effects o f endogenous variables (n) on endogenous variables (n)
MR Fa Na
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Fa 0 . 0 8 6 0 . 0 0 0 0 . 0 0 0
Ha - 0 . 3 9 4 0 . 0 0 0 0 . 0 0 0
Stability coefficient = .163 
Table E.40
Indirect effects o f endogenous variables (rp on endogenous variables (n)
MR Pa Na
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Fa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
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Three months postpartum - Psychological Well-being and Psychological 
Distress for Females
Table E.40
Total effects of exogenous variables (x) on endogenous variables ( r\ )
RS CE PS PE UE AGE
MR 0.421 - 0.226 - 0.546 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
FWB 0.228 0.044 - 0.195 0.328 - 0.270 - 0.229
PD -0.083 -0.044 0.310 - 0.175 0.374 0.122
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0.172 - 0.247 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
FD - 0.238 0.132 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT COMFORT PARENTHOOD PCS. BABY NEG. BABY
MOODREG 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
FWB - 0.168 - 0.305 0.145 0 . 0 0 0 0 . 0 0 0 - 0.234
PD 0.089 0.163 - 0.077 0 . 0 0 0 0 . 0 0 0 0.324
Table E.41
Indirect effects of exogenous variables ( x ) on endogenous variables (n)
RS CE PS PE UE AGE
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0.038 0.044 - 0.195 0.126 - 0.270 - 0.088
PD -0.083 -0.044 0.054 - 0.175 0.144 0.122
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0.172 - 0.095 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PD - 0.092 0.132 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT COMFORT PARENTHOOD POS. BABY NEG. BABY
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB - 0.064 - 0.117 0.056 0 . 0 0 0 0 . 0 0 0 -0.234
PD 0.089 0.163 - 0.077 0 . 0 0 0 0 . 0 0 0 0.125
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Table E.42
Total effects of endouenous variables (q) oil endogenous variables (n)
MR FWB PD
MR 0.000 0.000 0.000
FWB -0.193 0.625 -1.171
FD 0.194 -0.867 0.625
Stability coefficient = .522
Table E.43
Indirect effects of endogenous variables fn) on endogenous variables (n)
MR PWB PD
MR 0.000 0.000 0.000
FWB -0.140 0.625 -0.450
PD 0.103 -0.333 0.625
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Tliree months postpartum - Psychological Well-being and Psychological 
Distress fof Males
Table E.44
Total effects of exogenous variables (x) on endogenous variables (n)
R3 CE PSS PE UE AGE
MR 0.740 0.282 -0.659 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0.149 -0.059 -0.180 0.355 -0.242 -0.230
FD -0.075 -0.029 0.519 0 . 0 0 0 0.345 0.170
ANT DIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 -0.341 0 . 0 0 0 -0.238 0.113 0 . 0 0 0
PD 0 . 0 0 0 0.185 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT PARENTHOOD POS. BABY NEG. BABY
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 0 . 0 0 0 -0.195 0 . 0 0 0 -0.174
PD 0 . 0 0 0 0 . 0 0 0 0.278 0 . 0 0 0 0 . 0 0 0
Table E.45
Indirect effects of exogenous variables (x) on endogenous variables (vi)
RS CE PSS PE UE AGE
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB -0.155 -0.059 -0.180 0 . 0 0 0 -0.242 -0.119
PD -0.075 -0.029 0.067 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 -0.130 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PD 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT PARENTHOOD POS. BABY NEG. BABY
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 0 0 0 . 0 0 0 -0.195 0 . 0 0 0 0 . 0 0 0
PD 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
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Table E.46
Total effects of endogenous variables (n) on endogenous variables (n)
MR PWB PD
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB - 0 . 2 0 9 0 . 0 0 0 - 0 . 7 0 2
PD - 0 . 1 0 1 0 . 0 0 0 0 . 0 0 0
Stability coefficient = .572
Table E.47
Indirect effects of endogenous variables (n) on endogenous variables (n)
MR PWB PD
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PWB 0 . 0 7 1 0 . 0 0 0 0 . 0 0 0
PD 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
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Three months postpartum - Positive and Negative Affect for Females
Table E.48
Total effects of exogenous variables (x) on endogenous variables (n)
RS CE PS PE UE A G E
MR 0 . 4 2 9 - 0 . 2 3 2 - 0 . 5 4 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 2 7 8 0.025 0.058 0.071 0 . 0 0 0 0 . 0 0 0
Ha -0.072 -0.039 0 . 3 0 5 -0.032 0 . 2 5 7 0 . 0 0 0
A N T D I F P A R I T Y S I T U A T S O C P R O V P R Q L PRQN
M R 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 - 0 . 3 4 3 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Ha 0 . 0 0 0 0 . 1 5 4 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P L A N N E D D I F F I C U L T C O M F O R T P A R E N T H O O D POS. B A B Y NEG. E A B Y
M R 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Fa 0 . 0 0 0 - 0 . 3 4 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 - 0 . 3 3 0
N a 0 . 0 0 0 0 . 1 5 2 - 0 . 1 9 4 0 . 0 0 0 0 . 0 0 0 0 . 1 4 8
Table E.49
Indirect effects of exonenous variables 00 on endogenous variables (TO
RS C E PS PE U E A G E
M R 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa -0.046 0.025 0.058 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
N a -0.072 -0.039 -0.092 -0.032 0 . 0 0 0 0 . 0 0 0
A N T D I F P A R I T Y S I T U A T S O C P R O V P R Q L PRQN
M R 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0 . 1 5 4 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P L A N N E D D I F F I C U L T C O M F O R T P A R E N T H O O D POS. B A B Y NEG. B A B Y
M R 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0 . 1 5 2 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 1 4 8
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Table E.50
Total effects of endogenous variables (n) on endogenous variables (n)
MR P a Ma
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P a - 0 . 1 0 8 0 . 0 0 0 0 . 0 0 0
Ma 0 . 1 7 0 - 0 . 4 4 8 0 . 0 0 0
Stability coefficient = .216
Table E.51
Indirect effects of endogenous variables (n) on endogenous variables fn)
MR P a N a
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P a 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Ma 0 . 0 4 8 0 . 0 0 0 0 . 0 0 0
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Three months postpartum - Positive and Negative Affect for Males
Table E.52
Total effects of exogenous variables (x) on endogenous variables (n)
RS CE PS PE UE AGE
MR 0.741 0.274 - O .677 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Fa 0.554 0.067 - 0.166 0.251 0 . 0 0 0 0 . 0 0 0
Na - 0.195 - 0.072 0.647 0 . 0 0 0 0.187 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0.330 - 0.292 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0.233 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT PARENTHOOD POS. BABY NEG. BABY
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0.213 - 0.324 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0.250 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Table E.53
Indirect effects of exogenous variables (x) on endogenous variables (n)
RS CE PS PE UE AGE
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0.182 0.067 - 0.166 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na - 0.195 - 0.072 0.178 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
ANTDIF PARITY SITUAT SOCPROV PRQL PRQN
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
PLANNED DIFFICULT PARENTHOOD POS. BABY NEG. BABY
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Pa 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
Na 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
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Table E.54
Total effects of endogenous variables (n) on endogenous variables (n)
MR P a H a
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P a 0 . 2 4 6 0 . 0 0 0 0 . 0 0 0
N a - 0 . 2 6 3 0 . 0 0 0 0 . 0 0 0
Stability coefficient = . 129
Table E.55
Indirect effects of endogenous variables (n) on endogenous variables (n)
MR P a N a
MR 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
P a 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
N a 0 . 0 0 0 0 . 0 0 0 0 . 0 0 0
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APPENDIX F
366
FURTHER PATH ANALYSES
Third Trimester - Psychological Distress and Well-Being
This analysis used a similar variable set to that used in the second trimester 
but substituting third trimester measurements of variables where appropriate. As can 
be seen from Table F. 1 two further model non-critical exogenous variables (items 15 
and 16) were also added at this stage for the female sample analyses.
Table F.l
Variables Used in the Third Trimester Path Models
T y p e V a r ia b le
E x o g e n o u s  v a r ia b le s  ( x  ty p e )
- M o d e l  c r i t ic a l 1. R e w a r d  S e n s i t iv i ty  ( R S )
2 . C o n t r o l  E x p e c ta n c y  ( C E )
3. P u n is h m e n t  S e n s i t iv i ty  ( P S )
4 . P le a s a n t  E v e n t  F r e q u e n c y  ( P E )  *
5 . U n p le a s a n t  E v e n t  F r e q u e n c y  ( U E )  *
- M o d e l  n o n - c r i t ic a l 6 . A g e
7 . A n t ic ip a t e d  d i f f i c u l ty  o f  l i f e - s ty le  c h a n g e s
8. P a r i ty
9 . P e r c e iv e d  f in a n c ia l  s i t u a t io n  o f  th e  c o u p le
10. S o c ia l  s u p p o r t
11. L o v e  in  th e  m a r i ta l  r e la t io n s h ip
12. C o n f l ic t  in  th e  m a r i t a l  r e la t io n s h ip
13. T h e  e x t e n t  to  w h ic h  th e  p r e g n a n c y  w a s  p la n n e d
14. E x p e c te d  d i f f i c u l ty  in  d e a l in g  w ith  th e  b a b y
15. P h y s ic a l  c o m f o r t  in  th i r d  t r im e s te r  *
16. E x p e c te d  d i f f i c u l ty  in  c o p in g  w ith  th e  b ir th  *
E n d o g e n o u s  v a r ia b le s  ( q  - ty p e )
1. P s y c h o lo g ic a l  W e l l - b e in g  ( P W B )  *
2 . M o o d  R e g u la t io n  A b i l i ty  ( M R )
3 . P s y c h o lo g ic a l  D is t r e s s  ( P D )  *
* Indicates variables measured in the third trimester.
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The female model
This analysis was based on the prospective female psychological distress and 
psychological well-being data from the third trimester of pregnancy. A table of 
product-moment, polyserial, and polychoric correlations can be found in Appendix D 
(Table D.9). Standardised direct effects are reported in Figure F.l. Total and indirect 
effects are reported in Tables E. 17 to E.20 of Appendix E.
Table F.2
Psychological Health Model Correction Steps for the Female Third Trimester Data
M o d e l S te p s x J d .f . P G F I A G F I R M S R T L I
1 . N u ll m o d e l 5 6 4 .7 2 51 < .0 0 1 0 .7 7 1 0 .1 4 7 0 .1 6 9
2. H y p o th e s is e d  m o d e l 3 4 0 .8 1 4 2 < 0 0 1 0 .8 5 4 0 .3 4 0 0 .0 6 7 0 .2 9 4
3 ‘ + Y 3.15 3 1 9 .3 3 41 < .0 0 1 0 .8 7 2 0 .4 0 5 0 .0 6 3 0 .3 2 6
4 ' + T 2 . , 5
3 0 2 .6 2 4 0 < .0 0 1 0 .8 7 8 0 .4 2 1 0 .0 5 3 0 .3 4 9
5 - + T2.h 2 8 6 .4 7 39 < .0 0 1 0 .8 8 7 0 .4 5 2 0 .0 4 9 0 .3 7 0
6 + T j .m 2 7 9 .0 2 38 < .0 0 1 0 .8 8 9 0 .4 4 6 0 .0 4 5 0 .3 7 1
7  • +  Y2.13 2 7 1 .9 3 37 < .0 0 1 0 .8 9 2 0 .4 4 7 0 .0 4 2 0 .3 7 0
8 + r 3.1 2 6 4 .8 6 36 < 0 0 1 0 .8 9 3 0 .4 3 4 0 .0 4 3 0 .3 6 9
9 + T 3,7 2 4 7 .7 6 35 < 0 0 1 0 .9 0 2 0 .4 6 8 0 .041 0 .3 9 6
10  +  P  2.3 2 0 0 .4 7 34 < .0 0 1 0 .9 1 1 0 .5 0 2 0 .031 0 .5 1 4
11 + P ,2 1 84 .98 3 3 < .0 0 1 0 .9 1 4 0 .5 0 7 0 .0 3 2 0 .5 4 9
1 2 - +  Y2.8 177 .23 32 < .0 0 1 0 .9 1 9 0 .5 1 7 0 .0 3 0 0 .5 5 0
i 3 . + Y 3., 1 6 7 .1 6 31 < .0 0 1 0 .9 2 0 0 .5 0 9 0 .0 2 8 0 .5 6 4
“  Y 3 . 1 i ’ Y i .13, Y2.15 171 .85 34 < .0 0 1 0 .9 2 0 0 .5 5 5 0 .0 3 0 0 .5 9 8
^  +  Y3.16
F u lly  m o d ified  m odel
162 .55 3 3 < .0 0 1 0 .9 2 3 0 .5 5 6 0 .0 3 0 0 .6 1 0
R e d u c e d  se t 2 6 .2 5 15 = .0 3 5 0 .9 6 9 0 .8 1 2 0 .0 3 0
Table F.3
Fully Modified Model Squared Multiple Correlations for Structural Equations
M o o d  R e g u la tio n P sy ch . W e ll-b e in g P sy ch . D is tre s s C o e ff ic e n t o f  D e te rm in a tio n
0 .5 0 8 .905 0 .9 7 6 .9 9 7
M
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The male model
For the sample of male spouses the item assessing physical discomfort during 
the third trimester was not included in the anaylsis reducing the number of model 
non-critical exogenous variables to ten. Product-moment, polyserial, and polychoric 
correlations for this data set can be found in Table D. 10 (Appendix D). Table F.4 
presents model fit results from the iterative modification procedure. The fully 
modified model, including parameter estimates, is presented in Figure F.2. Total and 
indirect effects are reported in Tables E.21 to E.24 of Appendix E.
Table F.4
Psychological Health Model Correction Steps for the Male Third Trimester Data
Model Steps r d.f. P GFI AGFI RMSR TLI
1. Null model 385.63 48 <001 0.767 0.169 0.179
2. Hypothesised model 176.51 39 <.001 0.869 0.426 0.083 0.49
3- + y2.n 160.45 38 <001 0.875 0.437 0.069 0.54
4' + r,.s 145.60 37 <001 0.886 0.472 0.068 0.58
5 + V3.7 135.50 36 <001 0.892 0.487 0.067 0.60
6 -+ T j .1S
128.50 35 <.001 0.892 0.501 0.066 0.62
7- + y 2.9 121.70 34 <.001 0.898 0.489 0.059 0.63
*■ + P2, 62.89 33 = 001 0.943 0.704 0.034 0.87
9 + y>A 54.69 32 =.007 0.949 0.730 0.030 0.89
io. + ru 47.22 31 = 031 0.956 0.757 0.030 0.92
1 •^ “Y2.ll’ Y 2 .9
Fully modified model
53.63 33 = 013 0.951 0.745 0.032 0.91
Reduced set 10.39 12 = 581 0.983 0.905 0.024
Table F. 5
Fully Modified Model Squared Multiple Correlations for Structural Equations
Mood Regulation Psych. Well-being Psych. Distress Coefficent of Determination
0.649 0.830 0.753 .955
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Third Trimester - Positive and Negative Slate Affect
A similar strategy was used to analyse the models with state postive affect 
and state negative affect replacing the endogeous outcome variables of psychological 
well-being and psychological distress respectively.
The female model
This analysis was based on the prospective female state positive affect and 
state negative affect data from the third trimester of pregnancy. A table of 
product-moment, polyserial, and polychoric correlations for this data can be found in 
Appendix D (Table D. 11). The fully modified model, including parameter estimates, 
is presented in Figure F.3. Tables of total and indirect effects can be found in Tables 
E.25 to E.28 of Appendix E.
Table F.6
State Mood Model Correction Steps for the Female Third Trimester Data
M odel S teps x 2 d.f. P G F I A G F I R M S R T L I
1. M ull m odel 308 .19 51 < 0 0 1 0.821 0 .334 0.139
2. H ypo thesised 124.70 42 < 0 0 1 0.911 0 .599 0.043 0.61
3. + Y 2.9 112.63 41 < .001 0 .916 0 .610 0 .040 0.65
4 - +  r 2.15 103.65 40 < .001 0 .926 0 .647 0.039 0.68
5 + T j . 15
95.22 39 < .001 0 .930 0 .660 0.035 0.71
6  +  Yj .,2 88.07 38 < .001 0 .935 0 .675 0 .034 0.73
7 + T2.7 81.72 37 < .001 0 .939 0.685 0.032 0.76
*• + Pu 78.50 36 < .001 0 .940 0.683 0.032 0.76
9  + Y2.3
Fully  m odified  m odel
61.02 35 = .0 0 4 0.951 0 .732 0.030 0.85
R educed  set 17.65 14 =  223 0.975 0.861 0.025
Table F.7
Fully Modified Model Squared Multiple Correlations for Structural Equations
M ood R egu la tion  Positive affect N egative  a ffec t C oefficen t o f  D eterm ination
0 .605  0 .832 0 .6 1 0 0 .956
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The male model
For the sample of male spouses the item assessing physical discomfort during 
the third trimester was not included in the anaylsis reducing the number of model 
non-critical exogenous variables to ten. Product-moment, polyserial, and polychoric 
correlations for this data set are reported in Table D. 12 of Appendix D. Figure F.4 
presents the fully modified model and direct path parameter estimates. Tables of total 
and indirect effects can be found in Tables E.29 to E.32 of Appendix E.
Table F. 8
State Mood Model Correction Steps for the Male Third Trimester Data
Model Steps x 2 d.f. P GFI AGFI RMSR TLI
1. Null model 378.14 48 <.001 0.794 0.266 0.164
2. Hypothesised model 177.44 39 <.001 0.886 0.502 0.070 0.484
3 - + T 2 . 8
161.20 38 <.001 0.889 0.499 0.065 0.529
4 - + V 2 . 6
148.51 37 <.001 0.896 0.519 0.064 0.592
5  + V 3 . l 2
136.18 36 <001 0.901 0.528 0.060 0.604
6 - + Tj.„ 127.57 35 <.001 0.904 0.529 0.054 0.624
7 ‘ + Y3.14
117.61 34 <001 0.908 0.536 0.051 0.652
8 - + Y3.8 109.32 33 <.001 0.914 0.552 0.052 0.673
9 - + r 3,6
101.62 32 <001 0.918 0.563 0.050 0.694
l o .  + r , , 95.04 31 <.001 0.923 0.573 0.049 0.710
^ '  + T2.7 88.35 30 <.001 0.926 0.579 0.043 0.728
1 2 .  + T , . , 3 83.11 29 <001 0.930 0.589 0.042 0.752
13. + ß23 68.65 28 <.001 0.940 0.635 0.035 0.800
I 4  +  P , 2
61.26 27 <001 0.944 0.648 0.031 0.827
1 5 ' + 7 2 . 1 5
51.39 26 =.002 0.951 0.680 0.028 0.871
16.+y23 38.10 25 =.045 0.965 0.758 0.026 0.937
" Y2.7 . 7 2.11
Fully modified model
41.49 27 = 037 0.961 0.751 0.027 0.935
Reduced set 33.97 18 = 013 0.961 0.743 0.030
Table F.9
Fully modified model squared multiple correlations for structural equations
Mood Regulation Positive affect Negative affect Coefficent of Determination
0.823 0.863 0.791 0.995
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Post-Birth - Positive and Negative State Affect
This analyisis used a somewhat different set of variables to that used for the 
second and third trimester and third postpartum month analyses. To limit demands 
placed on subjects in this post-birth period, only a reduced set of variables were 
assessed. The major variables omitted from this wave of data collection were the 
psychological health measures (MH1) and the event schedules (PES & UES).
Table F. 10
Variables Used in the Day 10 Mood Path Models
Type Variable
Exogenous variables (x type)
- Model critical 1. Reward Sensitivity (RS)
2. Control Expectancy (CE)
3. Punishment Sensitivity (PS)
- Model non-critical 4. Age
5. Anticipated difficulty of life-style changes
6. Parity
7. Perceived financial situation of the couple
8. Social support
9. Love in the marital relationship
10. Conflict in the marital relationship
11. The extent to which the pregnancy was planned
12. Expected difficulty in dealing with the baby
13. Expected difficulty in coping with the birth
14. Childbirth experience*
Endogenous variables (q - type)
1. State Positive Affect (Pa)*
2. Mood Regulation Ability (MR)
3. State Negative Affect (Na)*
* Indicates variables measured at the Day 10 postpartum period.
It is worth noting that the MHI and Event Schedules require subjects to make 
ratings based on a prior one month period. Since this period would include the birth 
experience itself responses to these instruments may not have been valid. As a 
consequence of there being no psychological health measures for this period there is
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only the mood model to be evaluated. One further model noil-critical exogenous 
variable (Table F. 10, item 14) was added to this post-birth analysis.
The female model
Product-moment, polyserial, and polychoric correlations for the female Day 10 
mood data are presented in Table D. 13 of Appendix D. Table F. 11 presents the 
results of the iterative model modification procedure. Figure F.5 presents the fully 
modified model including direct path parameter estimates. Total and indirect effects 
are presented in Tables E.33 to E.36 of Appendix E.
Table F. 11
State Mood Model Correction Steps for the Post-Birth Female Data
M odel r d.f. P G F I A G F I R M S R TL I
1. N ull m odel 253 .34 45 < .001 0 .819 0 .385 0.131
2. H ypo thesised  m odel 153.09 38 < .001 0 .876 0.501 0.075 0 .346
3 - + T 3 . 6
135.82 37 < .001 0.883 0.515 0 .056 0.423
4 + r3,,3 122.46 36 < .001 0 .895 0 .554 0.051 0.481
5  + T 2 . »
115.27 35 < .001 0 .900 0 .563 0 .047 0.505
6 + ?2.9 109.13 34 < .001 0 .902 0 .557 0 .040 0.523
7 + P3.2 99.35 33 < .001 0 .913 0.591 0 .036 0.603
8- + y 3.9
F ully  m odified  m odel
92 .36 32 < .001 0 .918 0 .609 0.033 0.593
R educed  set 36 .66 12 = .0 0 9 0 .952 0.781 0.045
Table F. 12
Fully Modified Model Squared Multiple Correlations for Structural Equations
M ood R egu lation P ositive  A ffect N egative  A ffect Coeflficent o f  D eterm ination
0 .578 0 .352 0 .758 0 .916
PA
N
A
S 
- 
Pa
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The male model
For the analysis of the male data the same set of variables was analysed. 
Product-moment, polyserial, and polychoric correlations for the male Day 10 mood 
data are presented in Table D 14 of Appendix D. Total and indirect effects are 
presented Tables E.37 to E.40 of Appendix E. Figure F.6 presents the fully modified 
model including direct path parameter estimates.
Table F. 13
State Mood Model Correction Steps for the Post-Birth Male Data
M odel x 2 d.f. P G F I A G F I R M S R T L I
1. N u ll m odel 187.95 45 < 0 0 1 0.835 0 .440 0.131
2. H ypo thesised  m odel 83 .40 38 < 0 0 1 0 .912 0 .646 0 .034 0.623
3 ' + Y 2 .12
72 .82 37 < .001 0 .923 0 .683 0 .059 0.695
4  + T 3 . , 3
65.35 36 = .0 0 2 0 .929 0 .699 0.050 0.743
^  7 2 . 9
F ully  m odified  m odel
58 .82 35 =  007 0 .934 0.711 0.043 0.785
R educed  set 18.11 11 = .0 7 9 0 .958 0 .827 0.042
Table F. 14
Fully Modified Model Squared Multiple Correlations for Structural Equations
M ood R egu la tion P ositive A ffect N egative  A ffec t Coeflficent o f  D eterm ination
0 .727 0 .485 0 .272 0 .840
PA
N
A
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Three Months Postpartum - Psychological Distress and Well-Being
This prospective analysis is based on the psychological health model with 
outcomes operationalised as psychological well-being and psychological distress 
experienced during the third postpartum month. Table F. 15 presents a list of the 
variables used in this analysis. Note that four new variables (items 15 to 18) are 
assessed in this period.
Table F. 15
Variables Used in the Three Months Postpartum Path Models
Type Variable
Exogenous variables (x type)
- Model critical 1. Reward Sensitivity (RS)
2. Control Expectancy (CE)
3. Punishment Sensitivity (PS)
4. Pleasant Event Frequency (PE)*
5. Unpleasant Event Frequency (UE)*
- Model non-critical 6. Age
7. Anticipated difficulty of life-style changes
8. Parity
9. Perceived financial situation of the couple
10. Social support
11. Love in the marital relationship
12. Conflict in the marital relationship
13. The extent to which the pregnancy was planned
14. Expected difficulty in dealing with the baby
15. Physical comfort*
16. Difficulty in coping with parenthood*
17. Positive aspects of the baby*
18. Negative aspects of the baby*
Endogenous variables (q - type)
1. Psychological Well-being (PWB)*
2. Mood Regulation Ability (MR)
3. Psychological Distress (PD)*
* Indicates variables measured in the third postpartum month
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The female model
The evaluation of this model was based on the prospective psychological 
distress and psychological well-being data for the female sample collected at the end 
of the third postpartum month. Product-moment, polyserial, and polychoric 
correlations for this data set can be found in Table D. 15 (Appendix D). The fully 
modified model is presented in Figure F.7. Tables of total and indirect effects can be 
found in Tables E.40 to E.43 of Appendix E.
Table F. 16
Psychological health model correction steps for the female third postpartum month 
data.
Model Steps f d.f. P GFI AGFI RMSR TLI
1. Null 410.45 57 <.001 0.791 0.154 0.147
2. Hypothesised 239.43 48 <.001 0.861 0.332 0.075 0.357
3 - + T 2 . 1 5
224.32 47 <.001 0.876 0.390 0.069 0.392
4 + r3,18 211.15 46 <001 0.880 0.399 0.066 0.421
5 - + ? 3 . , 7
199.42 45 <001 0.844 0.404 0.057 0.447
6 + r2.,s 191.22 44 <001 0.884 0.388 0.053 0.460
7 - +  y 2 .8
184.39 43 <.001 0.888 0.397 0.051 0.470
8 - + Y 2 . 1 4
175.53 42 <001 0.894 0.417 0.050 0.487
9 + ß ,, 113.84 41 <.001 0.923 0.568 0.041 0.713
10. + p2, 100.72 40 <.001 0.927 0.578 0.038 0.755
11 + Tj., 90.91 39 <.001 0.933 0.603 0.036 0.785
1 2 - +  y 2 . 6
81.31 38 <.001 0.939 0.630 0.034 0.816
1 3 - + Y 2 . 1 3
74.62 37 <.001 0.944 0.650 0.033 0.836
^  “  Y 2 . 1 8 ,  T 3 17 75.27 39 <.001 0.943 0.661 0.033 0.850
Fully modified model 
15. Reduced set 34.06 21 = 036 0.960 0.770 0.030
Table F.17
Fullv modified model squared multiple correlations for structural equations
Mood Regulation Psych. Well-being Psych. Distress Coefficent of Determination
0.576 0.985 0.909 0.997
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The male model
For the sample of males the item assessing physical discomfort during the third 
trimester was not included in the analysis reducing the number of exogenous variables 
to seventeen. Product-moment, polyserial, and polychoric correlations for this data set 
can be found in Table D. 16 (Appendix D). Standardised direct effects are presented in 
Figure F.8. Tables of total and indirect effects can be found in Tables E.44 to E.47 of 
Appendix E.
Table F. 18
Psychological health model correction steps for the male third postpartum month data.
Model Steps x 2 d.f. P GFI AGFI RMSR TLI
1 . Null 4 9 4 .3 9 54 < .0 0 1 0 .7 6 0 0 .0 6 7 0 .1 7 8
2. Hypothesised 2 5 7 .1 2 45 < 0 0 1 0 .8 3 9 0 .2 4 8 0 .071 0 .4 2 2
3 - +  y 2. . 5 2 3 2 .5 2 44 < .0 0 1 0 .8 4 8 0 .2 7 2 0 .0 5 9 0 .4 7 5
4 + V 3. , 5 2 1 2 .4 9 43 < .0 0 1 0 .8 5 1 0 .2 7 1 0 .0 5 4 0 .5 1 7
5 - + T2.8 1 9 6 .2 6 42 < .0 0 1 0 .8 6 3 0 .3 1 5 0 .0 4 9 0 .5 5 0
6  +  r 3 .g 1 8 5 .7 2 41 < .0 0 1 0 .8 6 7 0 .3 1 8 0 .0 4 6 0 .5 6 7
1 + y,.6 175 .13 4 0 < 0 0 1 0 .8 7 4 0 .3 3 8
0 .0 4 4 0 .5 8 6
8 - + 72 . n 1 6 6 .3 7 39 < .0 0 1 0 .8 8 0 0 .3 5 1
0 .0 4 1 0 .6 0 0
9  + T 2 .6 1 5 7 .2 4 38 < 0 0 1 0 .8 8 2 0 .3 5 0 0 .0 3 9 0 .6 1 5
10  + V2. ,7 1 4 8 .7 0 37 < .0 0 1 0 .8 8 7 0 .3 5 7 0 .0 3 8 0 .6 3 0
1 1 + r 2 . ,o 135 .45 3 6 < .0 0 1 0 .8 9 4 0 .3 7 9 0 .0 3 7 0 .6 6 1
12 - +  P 2 . 3 1 05 .08 35 < .0 0 1 0 .9 2 0 0 .5 2 0 0 .0 3 1 0 .7 5 4
l 3 - -  r 2 i s 1 0 5 .3 4 36 < 0 0 1 0 .9 2 0 0 .5 3 2 0 .0 3 1 0 .7 6 4
Fully modified model 
1 4 . Reduced set 3 9 .0 1 18 = .0 0 3 0 .9 4 8 0 .6 9 9 0 .0 2 9
Table F.19
Fully modified model squared multiple correlations for structural equations
Mood Regulation Psych. Well-Being Psych. Distress Coefficent of Determination
0.729 0.985 0.867 0.997
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Three Months Postpartum - Positive and Neuative State Affect
A similar strategy and variable set was used to analyse the models with state 
positive affect and state negative affect replacing the endogenous outcome variables 
of psychological well-being and psychological distress respectively.
The female model
Product-moment, polyserial, and polychoric correlations for the female data 
set are presented in Table D. 17 of Appendix D. Table F. 19 presents the results from 
the iterative model modification procedure. The fully modified model is presented in 
Figure F.9. Tables of total and indirect effects can be found in Tables E.48 to E .51 of 
Appendix E.
Table. 19
State mood model correction steps for the female third postpartum month data
Model Steps x 2 d.f. P GFI AGFI RMSR TLI
1. Null 249.06 57 <.001 0.847 0.380 0.118
2. Hypothesised 126.65 48 <001 0.905 0.544 0.058 0.514
3 - + 7 3.15
115.92 47 <001 0.915 0.581 0.055 0.565
+  7 2 .1 8
108.18 46 <.001 0.919 0.595 0.050 0.599
5  + T 2 . 8
103.06 45 <.001 0.921 0.596 0.047 0.617
6 ‘ +  Y 2 .14
91.35 44 < 0 0 1 0.932 0.641 0.045 0.681
7 - + P3, 69.96 43 =.006 0.946 0.708 0.038 0.814
Fully modified model
8. Reduced set 24.84 16 =.073 0.964 0.834 0.038
Table F.20
Fully modified model squared multiple correlations for structural equations
Mood Regulation Positive Affect Negative Affect Coefficent of Determination
0.580 0.426 0.694 0.873
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The male model
For the sample of males the item assessing physical discomfort during the third 
trimester was not included in the analysis reducing the number of exogenous variables 
to seventeen. Product-moment, polyserial, and polychoric correlations for the male 
data set is presented in Table D. 18. The fully modified model is presented in Figure 
F. 10. Tables of total and indirect effects can be found in Tables E.52 to E.55 of 
Appendix E.
Table F.21
State mood model correction steps for the male third postpartum month data.
Model Steps x2 d.f. P GFI AGFI RMSR TLI
1. Null 325.60 54 <.001 0.811 0.265 0.151
2. Hypothesised 128.65 45 <.001 0.906 0.562 0.047 0.6
3- + T3.,4 121.77 44 <.001 0.909 0.567 0.046 0.6
4' + y,.s 112.83 43 <001 0.916 0.591 0.043 0.6
5- + t2.9 107.24 42 <.001 0.920 0.600 0.040 0.6
6 + r2.s 100.98 41 <001 0.921 0.593 0.039 0.7
7- + y2.i5 92.88 40 <.001 0.925 0.608 0.035 0.7
8' + t2.h 86.45 39 <.001 0.933 0.640 0.032 0.7
Fully modified model 
9. Reduced set 31.97 15 =.006 0.951 0.743 0.038
Table F.22
Fully modified model squared multiple correlations for structural equations
Mood Regulation Positive Affect Negative Affect Coefficent of Determination
0.774 0.628 0.756 0.954
VC
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Table F.23
Beta Weights From the Hierarchical Regression of Mood Regulation Ability on Control 
Expectancy. Punishment Sensitivity, and Reward Sensitivity
Step Control Expectancy Punishment Sensitivity Reward Sensitivity
Step 1 -.222
Females
Step 2 -.086 -.519
Step 3 -.219 -.440 .411
Step 1 -.179
Males
= .451
Adjusted R2 = .435 
df=  3,106
Step 2 .014 -.429
Step 3 .248 -.563 .632
R2 = .534 
Adjusted R2 = .521 
d f=  3,103
